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CURSE, INVOCATION AND MENTAL HEALTH AMONG 
THE YORUBA* 


RayMonp Prince, M.D.! 


The Yoruba are a negro people, some four million strong, who occupy large 
tracts of the Western Region of Nigeria and areas of Dahomey and Togoland 
along the north west coast of Africa. The study of such peoples is of consider- 
able interest to the western student of psy chology and psy chiatry for several 
reasons: as peoples who have lived in isolation from significant w estern contact 
until recent times, and who have social patterns and child rearing practices ¢ grossly 
different from our own, they offer opportunity for the testing of western hy po- 
theses of person: ality dev elopment; as peoples undergoing rapid social and economic 
change they present themselves for study in the very difficult area of the relation 
between such 1 rapid transculturation and mental health; of perhaps more purely 
academic interest, study of some Yoruba beliefs and practices helps to shed light 
upon the more archaic areas of the western mind. Words and images that have 
become as it were fossilized in our own language and thought may be filled with 
content. The witch, an extremely vital and active image in the Yoruba con- 
sciousness, has become, in our own, an orange and black figure on a paper serviette 
for a children’s party. This same process of fossilisation seems to have occurred 
in our conceptions of “curse”, “blessing” and “invocation” 


The material for this study was collected during a nineteen month tour of 
service as clinical psy chiatrist for the Western Region government, Nigeria. 
Information was derived through discussion with patients and staff of Aro and 
Lantoro Hospital, Abeokuta, from discussion with native doctors in the Abeokuta 
area, and especially during a two week stay with Ch ief Jimoh Adetona, a native 
doctor famed locally for his treatment of mental illness at Okun-Owa (near 
Ijebu-Ode) in the heart of Yoruba “curse” country. 

Gathering consistent information about magical beliefs and practices is not 
without its difficulties. Every Yoruba has his own version of such matters and 
he will usually present it quite openly on request. Some native doctors and 
Babalawo’ S (priests of the divination deity, Ifa) are more guarded than the 

“layman”, but it was on only one or two occasions that I was told that I was “too 
young to keow about such things” . However, the stories told are often conflict- 
ing and the names for different practices and patterns of magic are interchanged 
in a bewildering way. Even those whom one might ex ‘pect would have more 
exact know ledge, i... native doctors and chiefs, often give conflicting accounts. | 
might cite as an ex: ample some conflicting opinions about a certain medicine known 
s “Osho”. Osho is a medicine for becoming wealthy. The fantasy surrounding 
it has a peculiar Faustian quality. The man who wishes to become rich must go 
to the wizard and make a pact with him. He must make a sacrifice of some kind, 
usually the sacrifice of a child, perhaps his own son and agree to give up the eating 
of certain foods, etc. For his part the wizard, will give “him a certain number of 
vears of wealth and fame. At sy fag: age of these years, the money will melt 
away and he will become “mad” or fade aw ay and die. To accomplish this the 
wizard gives him some midis or sometimes a brass conical object to swallow. 





*Presented at the Annual Meeting of the Canadian Psychiatric Association, Ottawa, June 1959. 
1Formerly of Aro Hospital, Abeokuta, Nigeria, now of Allan Memorial Institute, Montreal. 
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If the rites are not properly performed or if some of the taboos are broken he will 
have visions of terrifying spirits with many heads and his “belly” will swell up 
or he will “run mad”. I went to a village that had two chiefs both of whom were 
also native doctors of some repute. | asked them both about Osho. One vehe- 
mently denied that Osho existed any longer: “Our fathers could do it around 
Akure but no one knows how to do it now, if anyone says he does he lies!” On 
the other hand, the other native doctor, living in the same village said that the 
use of Osho was very much on the increase and he attributed the increase of mental 
illness in his own day as compared with that in his father’s day, to the increased 
use of this medicine. Such examples could be multiplied indefinitely. 


It will be clear then that to draw a reliable consistent picture from this shifting 
rainbow of fantasy is scarcely possible and the remarks about curse and invocation 
that follow are to be regarded as by no means complete or fully reliable for the 
country as a whole. 


On the Omnipotence of Words Generally 
Before turning specifically to the subject of curse and invocation, | would 
first like to draw attention to some Yoruba beliefs about words and names generally. 
It would appear that their background conception is that to utter ‘the name 
of something may draw that something into actual existence .. . not only within 
the mind and body of he who utters and he who hears the word, but also in the 
phy sical world as well. The uttering of the name or word is like the nubbing 
of Aladdin’s lamp which evokes the “genie” of the thing named. Some words, 
particularly * ‘ancestor words” of things (oroyinle) are potent in “drawing forth 


the genie simply by virtue of their utterance. Others require the use of certain 
medicines and the ¢: arrying out of certain rites to ensure their potency. Let me 
give some illustrative examples. 


[he name of the Smallpox god is “Sapono”. The Yoruba will avoid the use 
of this word as far as possible and substitute S.P. or a emphemism for it. It is as 
though to name the god would draw him into existence, to attract his attention, 
or offend him and evoke the disease within the one who named the name; similarly 
the word for witch, Aje, is avoided by saying the word Agbalagba, meaning 
“old people” or sometimes they are c alled “our mothers”. As. regards the effect 
of words upon others, it is considered in bad taste to say that someone is sick in 
his presence, even if he is sick, for this will make him sicker; in a similar manner, 
it is said that the success of a certain Lagos money lending firm is due to the fact 
that the lender will always say emphatically to the borrower at the time of the 
transaction “you will never be able to pay this money back”. It is also believed 
that this utterance can be nullified if the borrower immediately says with emphasis 
“I will be able to pay the money back”. The genie of “not- being-able- to-pay- 
back” can be lulled back to sleep as it were. In all of these beliefs we can perhaps 
see the awareness of the extreme suggestibility of the Yoruba, both auto-suggesti- 
bility and hetero-suggestibility. av ; 7 

Probably related to this system of ideas is the taboo within the family, of 
calling the older person or the more senior person by name. No child may call 
the father by name and the wives are not permitted to call the husband by name. 
Further, if a child happens to have the same name as his father, the child’s mother 
or the child’s brothers or sisters are not permitted to call him by his real name— 
they must use a nickname or call him “father’s namesake” etc. What is believed 
would happen to the wife or husband if the wife called him by name I have been 
unable to discover. A remnant of the same idea is probably present in our own 














April, 1960 MENTAL HEALTH AMONG THE YORUBA 67 


culture ... it is considered indecorous for a child to call his father or his mother 
by name. 

The concept of “ancestor words” or “primal words” has been mentioned. 
Che class of words seems to be known only by wizards and some native doctors 
and I was not able to obtain a very clear picture of the pattern of ideas here. The 
belief appears to be that many objects including trees, stones, animals as well as 
humans, have ancestral “genies” or “spirits” 7 hich have great power associated 
with them. If the names of these primal “genies” are uttered, great ~ pe 
can be used for either good or evil will be unleashed. For example, I asked ; 
chief what the name of the wife of Oduduwa (the traditional ancestor of in 
Yoruba people) was. He replied that some names could not be uttered without 
offering a sacrifice, or without taking a soothing medicine for fear . serious 
consequences. One could cause the death of a man with these words, or conver- 
sely if a man was near death or even if he was dead but was still warm, if his head 
was lifted up and the word spoken into his mouth, he would be brought back to 
life again. In a similar vein if one wished to harm another, if he uttered the 
primal word for snake, a snake could be summoned and directed to bite the 
designated person. In some Cases it w ould appear that these primal words are used 
in a special formula or incantation, in other cases, whatever is spoken after the 
utterance of the primal word will come to pass. 


Curse and Invocation 


In the practice of curse and invocation, three components are generally 
required; (1) apparatus, such as animal horns, images etc., (2) medicines, i.e., 
concoctions of leaves or roots and parts of animals etc., (3) words, which are 
sometimes accompanied by certain gestures or actions. Given these three com- 
ponents the Yoruba employs them with many variations. Generally speaking, 
these methods may be used either for good or evil purposes, though the evil side is 
generally emphasized. Invocation seems alw ays to be used with evil intent. I 
have never met anyone who confessed to using these means for evil purposes, 
however, this is not surprising since they are strictly forbidden by native law 
and custom: 

“Swearing at or pronouncing a curse or imprecation on another man or woman 

isa crime. The curser is heavily fined and should any evil befall the party cursed 

within twelve months or any other limited period, the curser is held responsible 

for the same.” Ajisafe (1946) 

However, it is the universal opinion that they are frequently used by many 
people throughout Yoruba land. A good percentage of patients attending the 
psychiatric clinic feel that they have been damaged by these means. Certain 
areas of the country are noted for their use of certain magics. ljebu province 
is noted for its pow ‘erful curses, Ie-ife for its invocation methods and Abeokuta 
for its magic rings, etc. 


Curse may be differentiated from Invocation in that with curse, it is the 
“genie” of the words themselves that are brought into existence within the victim, 
whereas with invocation, the spirit of the victim is invoked and brought before 
the operator w here he is then damaged. Alternatively with invocation a certain 
evil spirit (shigidi) may be invoked “and subsequently ‘directed to do harm to the 
enemy. Invocation is generally carried out at midnight at which time the enemy 
is usually asleep and his spirit can be summoned more readily. Curse may be 
carried out by day or night and I have the impression that one uses curse when 
the enemy can be seen whereas one uses invocation when he is at a distance and 
cannot be seen. This does not always hold true however. In all of these methods 
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of curse and invocation, if the practices are not carried out precisely or if other 
taboos are broken, the curse will return upon the head of the curser. In these 
practices, it is the actual utterance of the words that is important. Thought 
without word has no potency. This is made clear by discussion with contem- 
porary Yoruba and is confirmed by the practice in former times of gagging the 
victims to be used for human sacrifice so that they cannot utter imprecations 
upon their! captors. 


Patterns of Curse 

Patterns of curse are very numerous. One very popular form of curse is 
called “Epe”. For Epe a cow or antelope horn is generally used, though in modern 
times a glass phial may be substituted. This is filled with medicine—a mixture of 
leaves and black soap, or a black powder. On top of the medicine is sometimes 
placed a red tail feather of a parrot (of the type associated with witchcr aft prac- 
tices) or alternatively, the fang of a serpent may be used. The principal behind 
the use of this latter seems to be that of homeopathic? magic generally—that like 
produces like; “Just as the serpent fang sprays out venom, so this curse horn will 
spray out venom”. When the owner wishes to use the horn, he looks at the 
enemy, licks the medicine in the horn and utters his curse terminated by the 
word “epe” with the final syllable uttered ex ‘plosively. Sometimes the word 
“Ashe” is used instead of Epe. Ashe means “amen” or “so be it”. It would appear 
that the word ashe is used when the utterance is directed towards either good or 
evil whereas the word Epe is always used where evil is intended. 

Another method of curse is known as “Omoge”, (Omo Ige or child of the 
tree). In this method a bundle of roots of a certain tree are used. When these 
roots are placed in the mouth, whatever is uttered will come to pass. It is said 
that these roots are very “strong” and that their repeated use causes the front teeth 
to decay and fall out. Old men with decayed front teeth are therefore treated 
with caution and suspicion. 

In Ijebu land another type of curse method is said to be common. _ It is called 
“Afoshe”. With Afoshe the person (perhaps even as a child) is taken to the 
native doctor who puts a small cut below the lower lip and rubs a certain 
medicine into the cut. Subsequently, whenever the individual wishes to curse 
he licks his lower lip and whatever he s says will come to pass. In the town of 
Ijebu-Igbo the enemy’s name is called into the sun seven times with appropriate 
medicines, and in the course of seven days the victim will “run mad” or die. And 
there are many other variations. 

It is a common belief that if the upper front teeth of a child come in before 
the lower ones, that child will have a special cursing ability and will be able to do 
harm especially to the parents. Such a child is immediately taken to the native 
doctor who extracts the teeth and carries out appropriate nullifying medicines 
and rites. 

In the vicinity of ljebu- Ode, the c capital of Ijebu land, an interesting annual 

“cursing tournament” is carried out. It is performed by the members of the 
pow erful Ijebu secret society, the “Alage Mo” or “Agemo” . Each year 16 
members of this society from different towns in Ijebu land collect in a special 

1See Willets (1958) description of the recent finds of brass castings and terra cottas at Ile-Ife. Among 
other things was found a small terra cotta head, gagged, and associated with parts of a ritual pot with a 
gagged head lying beside a male body, decapitated, with hands tied behind the back. Close by were found 
4 mace heads with human heads modelled in high relief and represented as being also gagged with rope. 
Willet remarks “Evidently the gagged heads represent human sacrificial victims and the four staffs . . . were 
probably used in such a ritual, most probably for ritual blows before the execution in the same way that 
animal sacrifices are still repeatedly struck before the execution.” As part of the same find was the bronze 
representation of one of the ancient kings (Oni’s) of Ife who holds an animal’s horn in his left hand, no 


doubt the curse/blessing apparatus. 
1See Frazer (1945) 
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glade in the deep forest. Women are debarred from witnessing the tournament, 
formerly on pain of death, nor are they allowed to see the participants en route 
to the sacred glade. The reason for this is that women undergoing menstruation 
are universally believed to be damaging to the potency of “medicine”. Men and 
boys are allowed to witness the ceremony to see who has the most power in the 
land. At the tournament there is much drumming, dancing and drinking, and the 
contestants Come out in pairs with their pow erful cursing apparatus and powerful 
protective medicine in good order. Each will hurl a. pase at the other. 
“When you get home you w ill meet your senior w ife dead” “By this time next 
year you w ill not be alive to witness this ceremony” etc. The utterance of the 
most pow erful man will come to pass. I was told that in contemporary times 
only good things were uttered such as “you will have made 1000 pounds by this 
time next year” etc. 

It has been said that it is believed that curse is effective not only upon other 
individuals but upon the physical world as well. The following story will serve 
as an example. In the olden days, long before the white man came to the country, 
a group of Agemo were trav elling to the cursing tournament as described above. 
At the time, a small river (now called Shonowo) had flooded its banks and when 
the Agemo tried to cross it, some of their members fell into the stream and were 
drowned. The river was immediately cursed by the head Agemo and was for- 
bidden to ever cross the road again. ‘According to the local people it never did 
cross the road again up until two years ago. They say that now the potency of 
the curse has finally worn out. Similarly E pe may be used to cause a tree to shed 
its leaves or to cause a wall to fall down etc. 


Very similar apparatus and methods may be used for “blessing” as well ; 
cursing. May I cite the ex cample of an interesting discharge ceremony that was 
carried out on a patient who had recovered from a psy chosis while I was stay ing 
in the home of Chief Adetona. This ceremony is called Asepa. W hen’ the 
psychotic patient first arrives at the treatment centre, he is immediately placed on 
a special diet and certain foods become taboo for him during the course of his 
treatment, (e.g. coconut, snails, palm wine, ground nuts, etc.). When he has 
recovered all these foods are collected in a pot with certain leaves and cooked 
with palm wine; this mixture is given to the patient to eat for seven days before 
he is allowed to go home. At the commencement of the period of the eating of 
the food under taboo, the discharge ceremony is carried out. For the ceremony, 
the patient must buy rams, goats, “fowl and other foods to provide a feast for the 
village elders. (This is often very expensive. One patient had to provide the 
sum of 38 pounds, or about 100 dollars for this ceremony. The whole treatment 
of mental illness is very expensive. The native doctor well understands the 
principal that something that is cheap hasn’t much value, and something that is a 
definite sacrifice must be good, in addition to having an eye to his own pocket, of 
course). On the occasion of the ceremony I witnessed about 25 village elders 
collected in a circle in the native doctor’s “living room”. The patient and his 
mother and brother knelt on the floor in the centre of the circle. An old man 
brought out a glass phial with black pow der which all had to lick. The native 
doctor said a few words of blessing after which everyone shouted in unison 
“Ashe” (so be it). Then each of the important elders in his turn, took his curse 
blessing apparatus from his pocket carefully nt rapped in cloth . . . some were 
phials, some conical objects, some horns. Each licked his medicine, asked the 
patient his name, uttered his name and called down blessings upon him: “You will 
never be ill again”; ““No manner of witchcraft or evil medicine will prevail against 
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you”: “You will have many children and wives”. After each command the 
members of the group all shouted “Ashe”, and at the end of his speech each elder 
drew the patient’ s head towards him, spat out explosiv ely upon his hair, and the 
patient rubbed in the beneficient Influence!. I also was ‘required to pray to my 
God for the patient. 

After some seven or eight of such speeches, the patient and his family are 
dismissed and the elders partake of the feast. The leaves used to wrap the taboo 
foods are strewn about the native doctor’s door and allowed to remain there for 
one day. When the week of eating the foods under taboo has e lapsed the patient 
is allowed to go home with a supply of medicine and a follow up appointment is 
made. 

Let me give one more ex: ample of the beneficient use of these methods. When 
I was leaving the native doctor’s home, he asked me if the sun also shone in 
Canada. When I confirmed that it did he said that he wanted me to give him 
my address in Canada, and the names of my family , and that in the early morning 
he would utter blessings upon my family and me into the rising sun. For this ty pe 
of blessing he used the word Afoshe (i.e. the type in which one licks one’s lower 
lip). 

Patterns of Invocation 
The components of the invocation pattern are the same as those for curse, 
apparatus, medicine and words, and there are similarly many different methods. 
Two will be described here, called Shigidi and Apeta. 

With Apeta (call shoot), the operator makes a clay image to represent his 
victim and at midnight, suitably equipped with offensive and defensive medicine 
he utters the name of the victim three times and then shoots at the clay figure with 
a miniature bow and arrow. In contemporary times he will use a gun. Instead 
of a clay figure, he may use a hoe often painted with red and white stripes 
carrying out the same procedure as with the image. The significance of the hoe 
seems to be that it represents the genital organs and the procedure is intended 
to render the victim impotent’. 


In Shigidi, it is the spirit of a malevolent agency that is invoked and subse- 
quently directed to carry out injury upon the victim. If a man wishes to use 
Shigidi he goes to a Babalawo (priest of Ifa, the God of divination) or native 
doctor who makes a crude clay image of a man often adorned with cowrie shells. 
Sometimes the image is armed with a club. A period of “development” of the 
image is necessary in order to bestow upon it the necessary power. This period 
may be as long as a week and the native doctor puts various plant j juices inside 
the image and ‘rubs them on the outside, and also recites certain incantations over 
it. Lucas (1948) states that in earlier times a human sacrifice was also sometimes 
required to render the image potent. In some cases a small bronze figure may be 
used instead of clay. After the image has been energized, the spirit of Shigidi 
is invoked at midnight and directed to travel to the spirit of the enemy, to injure 
him or “drive him mad”, or kill him. While Shigidi is on his mission, the operator 


1Blessings are thus rubbed into the head. If one wishes to ward off malevolent utterances, one makes 
a forward circular movement around the head with both hands and snaps the fingers. 


2As the hoe digs into the earth, so the penis “digs into” the woman. Similarly a patient described 
how he went to a native doctor for the treatment of his impotence and the doctor gave him medicine that had 
to be eaten from a hoe. Such examples of Frazer's (1945) homeopathic type of magical thinking are very 
common. The example of the serpent’s fang has already been noted. I would like to cite two further 
examples. A civil servant was to be transferred to a distant station and was very reluctant to go. He was 
told by a native doctor to make a medicine, an important ingredient of which was a house lizard (omo ile) .. . 
the principle being, just as the lizard never leaves home so you will never leave home; in the vicinity of 
Abeokuta the people believe that an epileptic should not eat a certain small pepper called Okra (taken to 
America by the slaves and there called Gumbo). The reason being that when Okra slices are placed on the 
fire they exude froth. An epileptic in a seizure exudes froth, Okra exudes froth, therefore Okra will cause 
a seizure. 
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must not fall asleep or Shigidi w ill return and carry out the same damage upon the 
operator. 
Curse, Invocation and Mental Health 

The question that comes immediately to mind is—does curse work? I think 
it probable that curse, uttered with the knowle dge, direct or indirect, of the 
victim, can be the precipitating factor for a neurosis or a psy chosis. One cannot 
be certain, for to be certain one would have to have known the victim before the 
curse, to have been present at the time of the cursing, and to have been able to 
follow him along after the cursing... a constellation of circumstances that 
would be very rare indeed especially for a non-Yoruba. However, the history 
of curse is so often given by patients, the pattern they describe so consistent, and 
the belief in its effectiveness so firmly held by the Yoruba themselves, that even 
the most sceptical must be almost convinced. It must be added however, that to 
the Yoruba, the need for the victim to have an awareness that he has been cursed 
or invoked is not necessary. He firmly believes in the concrete reality of what 
he would call extra- -sensory perception ‘and psy cho-kinesis. As to whether curse 
may cause death, I have no first hand knowledge (apart from the problematic 
cases of death associated with tongue biting w hich will be described below). 
Such cases would be no doubt seen at a general hospital rather than at a psychiatric 
unit. There are of course innumerable stories about curse and invocation causing 
death, many of which can undoubtedly be discounted. 

The followi ing cases w ill serve as ex camples of psychiatric disturbances which 
appear to be related to curse. §S.S. was a 32 year old male Yoruba admitted to 
Lantoro hospital, Abeokuta on May 13th, 1957. On admission he was excited, 
obviously hallucinated in the visual and auditory field, unclean in his habits and 
smearing himself with faeces. His psychosis cleared after treatment with Lar- 
gactil and he gave a history of difficulty with his wife which was followed by one 
of his fellow villagers, an Ijebu man, seducing her away from him. When he 
went to the man to get her back, the Ijebu man put a curse on him. “The man had 
a horn full of medicine, licked it and said to me ‘Wa sinwin ku’ (go mad die), 
I fought with him but I was afraid and began to shake and had a burning feeling 
in my head. At night I couldn’t sleep and had nightmares of animals and spirits 
and human beings with large heads. Later I had a rash all over my body and 

ran mad’” 

A anew" case was that of a 19 year old student who came to Aro hospital 
clinic, with complaints of burning in the head, insomnia and a feeling that some- 
thing was lodged in his stomach that would try to rise into his chest and then he 
would be afraid that he would die. He gave the story that he was the son of his 
father’s second wife and a very successful student. The son of the father’s senior 
wife was a poor student and failed on two occasions. “The senior wife was 
very vexed at this and tried all possible means to spoil me. While I was at 
Shagamu a man came to curse me, I did not know the man and all that he said 
is not known to me. I turned suddenly and saw him standing there, I just heard 
him muttering words, he had a black thing i in his hand, I tried to seize it from him 
but couldn't. Not long afterward, I began to feel severe headache, two days 
afterward when I would look at people it would seem that I saw two people. 
I was afraid and I began to take a matchet to bed and I couldn't sleep. . Then 
everything I looked at appeared to be in water, and I began to feel this thing in 
my chest. I cannot study.” 

The next two very interesting cases cannot be said definitely to be associated 
with curse since they could not communicate effectively during the time they 
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were under observation. ‘Their relatives in both cases believed that their illnesses 
were due to curse though in neither case could they say why they should have 
become the victim of curse. They were both young students brought to hospital 
in a psychotic state, both bit off their tongues a few days after admission and both 
were dead from unknown causes a few days later. 

In more detail, O.J. was an 18 year old Yoruba male from Lagos. While at 
school he began to act strangely, causing a disturbance in the classroom by try ing 
to take the pl: ice of the teacher. He became preoccupied with politics, tried to join 
an inappropriate political party and refused to return to school. When first 
brought to hospital he was quiet t and uncommunicative. Subsequently he began 
to show posturing, with his head thrown back and pulled to one side and “his 
tongue protruding. To questions as to w hy he was doing this he would reply 

“nothing”, ’ but he would seem to be able to control this posturing when told to 
do so. Soon after that he began to bite his tongue. After biting it sev erely he 
was immediately placed on E .C.T. and on large doses of Largactil. However, as 
soon as he gained the slightest degree of consciousness he would resume biting his 
tongue, and very soon, in spite of all attempts at prevention by gagging etc., his 
tongue was a necrotic mass. He seemed positively intent upon destroying his 
tongue. A surgeon was brought in to remove the necrotic tissue and he was 
placed on tube feeding and protective antibiotics. However, he lost a good deal 
of weight, his temperature rose and he was dead within 10 days of admission. 
He did not die of haemorrhage and his blood pressure was normal throughout. 

Che second student was a girl of about the same age and also from a school 
in Lagos. She was admitted in a sev erely psychotic state, shouting, obstreperous 


and appearing to be hallucinated in the ‘auditory fields. She expressed the idea 
that she had eaten her father and mother and girl friend. She was immediately 
placed on Largactil. About two days after admission she also began to show 
posturing Ww ith the head drawn backwards and to one side. She also bit off her 
tongue and died in similar circumstances to the boy about five days after admission. 


A third death associated with tongue biting about which there is even less 
information was that of a young man who was picked up by the police with his 
tongue almost severed, in the streets of Ibadan. His tongue was sewn by a surgeon 
in an Ibadan hospital, but he was found to be psy chotic and transferred to Abeo- 
kuta. He made further attempts at biting his tongue and pulled out the surgeon’s 
stitches. He died shortly after admission. 

One cannot of course be certain that these cases were related to curse. It 
does seem to be a reasonable possibility, however, especially in view of the fact 
that this type of curse is not unknown in Yoruba land. For example, if someone 
is verbally abused by another or laughed at, he may retaliate by saying “You will 
bite off your tongue and never speak again” or “You will laugh Vv ourself to death” 
Further observation will be necessary however to clarify this tongue-biting and 
neck-twisting pattern. 

Curse may also be given as a reason for a man committing other types of 
suicide or of homicide. In the latter case one must be even more guarded about 
pronouncements as to its validity, for it is clear that it can be used as an attempt 
to obtain acquittal i in the case of intentional murder. Such cases are very difficult 
to deal with since so little is known about the pattern of this type of psychiatric 
disturbance (if such indeed exists). The common story appears to be that the 
man claims to have been cursed or poisoned in some way and he subsequently 
kills what appears to him to be an animal or bird in the woods. It later turns out 
to be a wife or a brother instead of an animal or bird. Some cases of this type 
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seem genuine enough and there are several patients in Lantoro hospital with this 
y pe of history associated with homicide. Such “psychoses” are generally short 
lived and the patient appears to recover completely. 

Turning to the phenomenon of invocation. The patient will generally inter- 
pret his psy chosis or neurosis as being the result of invocation when he has a certain 
type of dream—usually he will see someone coming to him to put medicine on him. 
For example one patient dreamed “I saw a man putting something on my head” 
and another, “Two men came to me and told me to bend over, then one of them 
put something in my rectum, like a pepper. At other times the patient will report 
that he hears someone calling his name in his dreams or just as he is awakening. 
The belief is sometimes expressed that if one does not answer to one’s name, the 
invocation will not be effective. To prevent damage by invocation the native 
doctor will sometimes make a cut in front of the patient’s ear and rub in certain 
protective medicines. 

Similarly a dream will disclose to the patient that he is being worked on 
by “Shigidi”. The following dreams may be cited as examples. “T saw a cat 
holding a club and it hit me on the head”; “When I sleep I travel all around the 
town. I saw some idols, like Shigidi, they were white and walked around the 
village, some had breasts and women’s faces and their heads were larger than 
normal” and “I dreamt I saw a spirit flying into my head”. 

I have made several attempts to try to find out if the Yoruba believe that it 
is only a guilty man that can be damaged by curse or invocation. However, 
opinion was divided. Some native doctors expressed the belief that it was very 
difficult to harm a just man. Others felt that the more important factor was 
whether the individual had his protective medicine in good order. Lucas (1948) 
gives a traditional Yoruba poem which tends to confirm that it is only the guilty 
that can be damaged. 

“One who does good does it for himself, 

One who does evil does it for himself, 

Virtue has its good reward, 
Evil has its evil consequences, 
If one’s conscience is clear, the harmful fly sent by a wicked man can do no harm.” 

Finally, when speaking of the relation between these practices and mental 
health one must mention their functions as a means of hostility discharge. The 
Yoruba culture, possibly because of its polygamous basis, and no doubt because 
of certain child rearing practices , appears to generate very considerable amounts 
of jealousy and envy. It is clear that a man with intense feelings of this ty 
would experience a significant catharsis after the elaborate ritual and expense 7. 
Shigidi seance—even if his victim through stronger protective medicine, remained 
undamaged. It is also probable that through a projective mechanism, the Yoruba 
estimate of the prevalence of curse and incantation far exceeds the instances of 
these practices actually being carried out. This is purely conjectural however. 


Discussion 

Although the Yoruba are an unknown people to most of you, I have no doubt 
that as I have been desc ribing these various Yoruba magical fantasies and practices, 
they have all seemed more or less familiar to you, as though you had heard all 
about them before. 

The idea of the omnipotence of the word is ubiquitous. We are familiar 
with it from studies of the thought of other primitive cultures; from myths and 
fairy tales and from the Bible and Shakespeare in our own literature; we also 

catch glimpses of it in some of the thoughts and actions of our patients, not to 
mention in the more archaic areas of our own minds. 
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It is clear that the fantasy of the omnipotence of the word is not a superficial 
social phenomenon like a sty le of pottery decoration or the form of a language 
which varies infinitely from culture to culture, but rather represents some more 
fundamental quality or function of mind, that is called forth in a very similar 
way irrespective of cultural setting. This cross cultural uniformity is also observ- 
able in funeral practices, in w itchcraft beliefs, and in masquerade ritual ir addition 
to such archetypal images as “Sacrifice” and “Purification, through death and 
rebirth” 

To return to the belief in the omnipotence of the word, we might ask our- 
selves why such beliefs exist universally when they are, for the most part, so 
patently contrary to reality? Why do they find such a ready response in our 
own minds? 

In discussing these problems I would like to outline a hy pothetical picture 
of the dev elopment of reality mastery and the evolution of thought in the indivi- 
dual. These conjectures are based largely on experience with the use of L.S.D. 
and mescaline as well as upon some of Freud’s hypotheses. Four stages of this 
evolution will be outlined and an attempt will be made to show how the belief 
in the omnipotence of the word seems to be a reminiscence, on the part of* the 
Yoruba, of some of these primordial modes of mental functioning. 

It would appear that the earliest mode of relationship between the infant and 
the outer world of “things” is by participation—or perhaps it would be more 
correct to say that at this early stage the self and the world have not yet separated 
off from one another. In the newborn’s relationship with a thing, he is that thing; 
he doesn’t see and feel the breast, he “is” the breast; he doesn’t hear the sound of 
the train whistle, he “is” the sound of the train whistle. One of the best means, 
perhaps the only means for the average adult to grasp the idea of the fusion of 
subject and object is through the experience of the “model psychosis”. This 
fusion is one of the commonly experienced phenomena during these intoxications’. 

Some poets describe this fusion experience without the use of drugs’. Some- 
times the experience is that of the physical intrusion of the objects into the Ego 
of the subject; at other times the self seems to “lose itself” in the physical objects. 
We can perhaps think of the infant’s stream of consciousness at this time as being 
a succession of concrete things—hunger, pain, breast, mother odour, side bar of 
crib, etc. At this stage there would be no separation between I and “It’—all 
would be one. 


Subsequently, when the infant’s ego has attained some degree of autonomy, 
the stream of consciousness becomes one of perception and hallucinations of 
perception. At first we may think of the hallucinatory experience as being indis- 
tinguishable from genuine perception. One may consider the sleeping child: 
phy siological conditions of hunger occur and the child rises to the more superficial 
levels of ‘sleep. Then the hallucination of the breast emerges and the child may 


1I am not certain how justified we are in assuming that modes of experiencing during model psychoses 
are similar to childhood modes of experiencing, but in the author’s opinion, we are more justified in thinking 
along these lines than we are in thinking that there is anything peculiarly “Schizophrenic” about the model 
psychoses. (cf. Osmond & Smythies, 1952, and others). I think it would be more accurate to say that, in 
both Schizophrenia and the chemically induced psychoses, archaic modes of thinking and experiencing are 
laid bare, modes that have already been experienced during childhood but subsequently superceded by more 
realistically oriented modes. Similarly Field (1958) regards magical fantasies and witchcraft beliefs in 
primitive cultures as being impositions upon those cultures of “Schizophrenic” thought patterns by its Schizo- 
phrenic members. Again this would appear to be a much too restricted conception. There are no specifically 
Schizophrenic modes of thought or Manic-Depressive modes of thought, but just different levels of human 
thought. The primitive is, for some reason, “closer” to these archaic modes of thought; the European Schizo- 
phrenic or other psychotic (including the subject of a model psychosis) regresses to them. 

2Rilke for example had such fusion experiences, “both outside and within him, the cry of a bird was 
correspondingly present, did not so to speak, break open the barriers of his body, but gathered inner and outer 
together into one uninterrupted space, in which mysteriously protected, only one single spot of purest, deepest 
consciousness remained.” (In Notes to the Duino Elegies, Hogarth Press, London, 1952, page 153). 
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be observed to make sucking motions with its mouth and then sink back into the 
deeper levels of sleep. At this level the image of the breast is equal to the real 
breast. Similarly, during L.S.D. psychosis one subject reported: 

“I went out into the garden and looked up at the leaves which were just bursting 
from their buds and silhouetted against a brilliant blue sky. When I closed my 
eyes the buds and sky persisted so that there was no difference between when my 
eyes were open and when they were closed, and | didn’t know where I was.” 

During this second stage, although the self has emerged and there is self and 
not-self, the picture and reality are not distinguishable. It is perhaps from this 
stage that some of the primitive modes of thought that seem to equate picture 
with reality take their origin. For example, the dream is often not clearly 
distinguished from reality. A Yoruba woman reported that she had dreamt of 
fighting with one of the women in her village. Next day she saw the woman 
in real life with a bandage on her arm “ged felt that she had inflicted the wound. 

The third stage is that of “Amulet” o “Sign”. It is probable that gradually 
the hallucinatory breast loses its capacity to es 4 the child’s desires and calm his 
anxieties. At the same time ( (perhaps 6-12 months), the infant is becoming capable 
of manipulation and exploration of the outside world, and may be seen to mani- 
pulate the physical world or his own body to coerce it into being a breast. At 
this time he may hesitate over climbing a step or moving from one side of his crib 
to the other and he will be seen to take something in his mouth,—his hand, a toy, 
a stone or the corner of the crib, and with this something-in-the-mouth he will feel 
himself capable of anything and will attempt any thing. At this time it seems to 
be much more important to have something- -in-the-mouth than to have a firm grip 
on the side of the crib. Whereas in stage two the infant desires could within 
limits be satisfied and his fears quelled by hallucination, in stage three this 
mechanism fails and something physical w hich is related to the object desired 
seems to take its place. The breast may be represented by something-in-the- 
mouth; or the rhythmic movements of sucking may be represented by rhy thmic 
movements of the limbs; or a blanket or other article associated with the earlier 
nursing experience must be used—all of those “amulets” a child uses to help itself 
to get to sleep seem to fall into this class. The essential seems to be that the amulet 
will “be” the thing desired if it is like the thing desired in some essential or if it 
has had contact with the desired thing. It is possible that the practices and beliefs 
associated with homeopathic and contagious magic have their origin in this stage. 

Lustman (1957), Hartmann and other ego-psychologists supply further 
observations and hypotheses to clarify this phenomenon, the ‘background concept 
of these authors appears to be that for adequate perception and other ego functions 
(1.e. memory, conceptualisstion and other thought processes, motility etc.) three 
aspects are necessary: (1) the neuro- -anatomical structure, (2) the classical neuro- 
phy siological activ ity, (3) libido or “psychic energy”. For example, for adequate 

vision, the optic apparatus and visual cortex must be intact, nerve impulses energiz- 
ing the system must be present and finally the optic system must be libidinized or 
as it were “coated” with psychic energy. In hy sterical blindness, the anatomical 
and neurophy siological components are - adequate but the patient does not see 
because “libido” has been drained from the visual apparatus. 

Lustmann feels that this libido or psychic energy is very mobile during 
infancy. It may be withdrawn from some parts of the ego apparatus ( which are 
then outside the access of consciousness), and concentrated in other parts. An 
actively suckling infant will appear to be unaware of pain or loud noises since 
the libido is withdrawn from the auditory and pain apparatus and concentrated 
in the oral mucosa. He believes that this withdrawal of libido may be one of 
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the earliest mechanisms of defense against excessive stimulation and calls it the 
defense of imperceptivity. The child has a kind of built-in anaesthetic apparatus. 
With adulthood the libido becomes more fixed and selective withdrawal more 
difficult though it would appear to be withdrawn each night and as it were 
“sprayed out” over the ego apparatus each day with awakening. What libido or 
psychic energy is in neurophysiological terms is not clear, though as Lustmann 
describes it, it seems to be somewhat akin to the Neurophysiologist’s Reticular 
Activating System. Some remnant of this “defense ot imperceptivity” may 
persist into adulthood and reappear in extreme circumstances. For example, 
during the heat of battle a painful wound may go unnoticed until the action is 
past; the pain of a toothache will be temporarily ‘obliterated during the height of 
orgasm. Hysterical losses of perception and loss of function of other ego 
apparatus may also be examples of this phenomena’. 


These first three stages seem roughly to be included under Freud’s (1914) 
“Stage of primary narcissism” during which the child appears to himself to be 
the master of the universe. Through hallucination, amulet or withdrawal of 
libido, he is able to satisfy his own needs through means within himself. His 
desires and fears can be materialized or obliterated through his own activities. 
At first he is the breast and the breast is him; then the hallucinated image of the 
breast is the breast; then something-in-the-mouth or anything that has had asso- 
ciation with the breast is the breast. : 


Ihe fourth stage is marked by the dawning of speech and the beginning of 
true symbol formation (w hen the designation need not imitate or have had 
association with the object designated). In this stage there appears to be a 
progression into Freud’s (1927) “stage of secondary narcissism’—when the old 
mechanisms of hallucination and amulet prove ineffectual to satisfy the child’s 
expanding needs, he comes to the realization that he himself is not omnipotent. 
Instead he assumes that those huge God-like figures, his parents, are the omnipotent 
ones and through incorporation and identification with them he himself becomes 
“secondarily” omnipotent. One of the major means of attaining to this secondary 
omnipotence is through language. May I describe a scene to illustrate this 
mechanism. A sixteen month child was frightened by the sound of movement 
of furniture in an upstairs room. The child’s mother reassured her and said it 
was only thunder. The child repe: ated the word “thunder” several times, her 
face cleared and she was at peace. At this stage words seem to act as anxiety 
traps as it were—as defenses through participation with the omnipotent parent. 
There is a shift from the child’s own omnipotence through something-in-the-mouth, 
to secondary omnipotence through something formed by the mouth, ice. speech. 
The anxieties of the expanding unknown world become entrapped in a web of 
words. This is a considerable step tow ards the mastery of reality, for in this 
instance the object of pain or anxiety is not transformed or obliterated through 
inner hallucinatory methods or “amulets”; it is experienced in its objective reality 
but some of the pain is drained off into the word and absorbed into the i image of 
the omnipotent parent. It is probable that at first the verbal symbol is very 
closely adherent to the object symbolized in the same way that amulet and 
hallucination are indistinguishable from breast, during their period of employment. 
It would be only when a considerable maturity had been attained that the symbols 

Theresa also describes such a state of imperce ptivity during certain stages of her religious ecstasy. 
“While ye = God in this way, the soul is conscious that it is fainting almost completely away in a kind of 
swoon. It can hardly stir its ha ands without great effort, the eyes close involuntarily, if they remain open they 
scarcely see anything. If a person reads he can scarcely make out a single letter, it is as much as he can ‘do 
to recognize one. He sees that there are letters, but as the understanding does not help, he cannot read them 


even if he wanted to. He hears but he a understand what he hears.” (In “The Life of St. Theresa”, 
Penguin, R. & R. Clark, Edinburgh, 1957, 25) 
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could be stripped from the things symbolized and used abstractly or as it were 
algebraically in thought and language. 

It must be added at this point that with respect to the omnipotence bestowed 
by language, in addition to the omnipotence borrowed through identification with 
the parents, there is a second more realistic power derived from words. In the 
pre-verbal period the child’s wants were frequently misunderstood and great 
energy had to be expended to build “the bridge” of communication across to his 
parents. With his expanding vocabulary a new low-energy mode of exact com- 
munication would heighten the child’s feeling of the power of the word. The 
whole area of the “energetics” of language is an interesting one. We are all 
familiar with the uneasiness we feel in psychotherapy with the patient who speaks 
in psychoanalytic or other r psychological jargon. There is probably more to this 
uneasiness than the anxiety that the patient knows as much as the doctor or the 
uneasiness over our exalted position as doctors being threatened by a too know- 
ledgeable patient as when, through the “Readers Digest” or other medium he has 
learned of a new drug about w hich we have not yet heard. In psychotherapy, 
in addition to this “threat” there is also the feeling that the patient will derive no 
good from speaking in this way. This is the defense of intellectualization. It is 
as though this language is too low in energy—he must split into the fabric of these 
words and find out what they really mean for him. He must release the anxiety 
and other feelings that have been entrapped in these words. 

As a final illustration of the four stages of the evolution of thought, I would 
like to give an extract of a subject’s description of his L.S.D. Psychosis. 

“The feeling came on in waves. It was as though I was being submerged in water. 

I kept swallowing, there was great fear and a feeling of pain and tension in the 

back of the neck. 

I was concerned about reality and the meaning of words. Words seemed to have 

lost their meaning, it seemed that I had to write in order to maintain my contact 

with reality. I was down at the level of words, down at the seedbed of words, 

I was before words and crossing the river Styx on words. Words were the Swan 

of Tuonela between here and the other side. 

I took out a gold pin that had been given to me by a girl friend. I looked at the 

pin and held it and it seemed to be a protection. 

In the depth of the psychosis, I remembered a photograph I had seen at a photo- 

graphic exhibition the day previously. It was the picture of a mother feeding 

her child at her breast. I actively hallucinated my mother’s breast—her fatness 
and her odour. It was very vivid and a comfort. That evening at supper there 
were candles and I took some of the wax and made a conical object. I laid down 

and put this object on my forehead. I didn’t think of it at the time but later I 

thought I must have been making my own head into my mother’s breast with the 

wax to be the nipple”. 

In this extract there would appear to be an anxicty-laden regression back 
through the fourth level of words as symbols, through the third level of sign or 
amulet—the gold pin representing through the principle of contagions magic the 
physical presence of the girl-friend as protection; through the secon.’ level of vivid 
hallucination to the primary level of the fusion of subject and object—he becomes 
the desired breast. 

To conclude by returning to the Yoruba, an attempt has been made to show 
that in the evolution of thought, the ancestor of the word was the sign and the 
hallucination and that to the child the word and the sign and the hallucination 
are in a very concrete sense the same as the objects ‘they represent. In the 
Western adult this stage of lack of distinction between inner fantasy and outer 
reality remains as a dimly remembered echo, whereas in the Yoruba it remains 
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vividly conscious. It will be recalled that in the rituals of curse and invocation 
great ‘emphasis is laid upon the mouth and its movements . . . the lips, tongue, 
teeth, licking, sucking, chewing, blowing in addition to the movements of the 
vocal apparatus in the actual speech. One might speculate that these activities 
are on attempt on the part of the Yoruba to recapture that Utopian era when the 
individual could master his universe through the movements of his own mouth. 


We might ask ourselves why the recollection of this oral omnipotence remains 
so strong in the Yoruba. There are perhaps a number of factors that might be 
suggested here. Perhaps the most important factor is that of prolonged “breast 
feeding during childhood—the average Yoruba is breast fed until at least the age 
of two years, often until three or four. Many Yoruba can recall taking their 
mother’s breast. One other factor which is possibly important is the fact that 
the Yoruba child is carried upon his mother’s back up until the age of three or 
four years. During this period he does not have the extensive experience of the 
explor: ation of the phy sical world that the European child has. It is also no doubt 
of importance that the Yoruba atmosphere of ideas perpetuates these magical 
beliefs, the child having been immersed in the magical milieu from the earliest 
times. 

Summary 

On the basis of one and a half years spent in the Western Region of Nigeria, 
an attempt has been made to describe some Yoruba beliefs and practices relating 
to the magical power of words and language. 

Methods of Cursing, Blessing and Invocation have been described in some 
detail and some examples of psychiatric disturbances and possibly deaths due to 
these methods have been given. 

In the discussion a hypothesis of a four stage scheme for the evolution of 
language and reality mastery is presented. This hy pothesis is based upon certain 
psychoanalytic concepts and upon observations during model psychoses. It is 
suggested that the Yoruba belief in the omnipotence of the word is a memory 
of one of the early phases of ego development. 
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Résumé 
Apres un an et demi de séjour dans la région occidentale du Nigeria, les 
auteurs ont tenté de décrire quelques- unes des croyances et des pratiques des 
Yoruba en regard de la signification magique des mots et du langage. 


Des descriptions passablement détaillées de malédictions, de bénédictions et 
d’invocations, de méme que des exemples de troubles psychiques et méme de morts 
imputables a ces pratiques sont offertes. 


La discussion présente une hypothése ou l’on reconnait quatre stades de 
revolution du langage et de la conquete de la réalité. Cette hypothése repose 
sur certains concepts psychanalytiques et sur les faits observés dans les psy choses 
expérimentales ( (model psy choses). La croyance des Yoruba 4 la omnipotence 
du mot constituerait une réminisance de l'une des premieres phases du dév eloppe- 
ment du moi. 
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Introduction 

Since lobotomy was first introduced some 20 years ago many variations of 
the standard procedure have been dev eloped i in an attempt to either i improve the 
clinical results or to provide similar improvement without the changes in person- 
ality of an unsatisfactory nature seen on occasions after the standard procedure. 
One of the suggested modifications is the bimedial lobotomy.* 

Animal investigations strongly suggested that it is the medial aspect of the 
section that is the important one phy ysiologically. In 19451 it was shown that 

ablation of the anterior portion of the cingulate gyrus produced profound changes 
in behaviour, with the operated animals becoming unusually tame and easy to 
handle and showing a loss of shyness and fear of man as well as decreased hostility. 
It has been suggested that operation restricted to this area might produce beneficial 
effects in man. However, this procedure has not been w idely used. 

Fulton in a review of the subject® concluded that it was the section of the 
central (medial) segment of the frontal white matter that produces the beneficial 
changes. This was thought to be in keeping with the opinion, derived from 
basic research, that it was the medial fibres that carry impulses from the frontal 
areas and were therefore likely to be the ones critically involved in the procedure. 
Thus Fulton gave this more limited procedure the ample support of authority by 
stating that he thought the limited medial cut was the most important new devel- 
opment in the technique of lobotomy. 

[his basic work led Greenblatt, Arnot and Solomon' to investigate the use 
of the bimedial cut, an operation similar in all manners to the standard leucotomy 
except that the lesion was limited to the medial aspect of the initial incision. The 
limited operation was performed on a small series of cases of relatively chronic 
schizophrenic patients. The clinical impression was a favourable one although 
they still reported personality changes of an undesirable nature. 

In a more recent study® this same centre reports on a 5-year follow- -up upon 

116 chronically mentally ill patients in which the operation was randomly divided 
between bimedial, standard bilateral and unilateral techniques. They ‘conclude 
that the bimedial procedure produces a higher proportion of patients showing 
—— int” clinical improvement than with the other two techniques. 

McLardy and Meyer*® however made a detailed neuropathological study of 
45 cases with survival of 5 months or more, attempting to relate both undesirable 
person: ality changes as well as improvement to the location and extent of the lesion. 
They concluded that the improv ement varied directly with the amount of pre- 
frontal cortex isolated from its white matter, and that there was no evidence that 
bilateral involvement of any segment of white matter was indispensable to improve- 
ment. However, they qualify this to some degree by stating that involvement of 
the “central segment” comes closest to constituting a specific area. 


Basis of Present Study 
For several years now one of us (C.D.) has performed all the lobotomies at 
both the Ontario Hospitals, London and St. Thomas, two large provincial mental 
*This study was made possible by a Mental Health Grant from the Department of National Health and 


Welfare and the Ontario Department of Health. 
*From the Faculty of Medicine, The University of Western Ontario, London, Ontario, Canada. 
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hospitals situated within a few miles of the University of Western Ontario. At 
one of the hospitals (St. Thomas) the bimedial type ‘of operation has been used 
exclusively, while at the other (London) the standard bilateral technique has 
been employ ed. The McKenzie leucotome and technique were used throughout, 
one of the wire loops being removed to create the bimedial lesions.“ Although 
this was not planned in advance on an experimental basis, it appeared to provide 
an excellent opportunity to compare the results of the two procedures in two 
large groups of patients drawn from comparable populations and readily available 
for follow-up in the compact geographic area of Western Ontario. 


Details of Selection of Cases for Analysis 
Only patients operated on between January 1 , 1954 and December 31, 1957 
were included in the study. Operations in this period were selected for study 
as they provided a sufficient number of patients (214) and a minimal follow- -up 
period of 18 months. 
Since these two groups of patients were selected for operation by two 
separate staffs working independently, it was essential that a preliminary survey 
be conducted to determine the comparability in variables such as diagnosis and 
duration of illness which might influence outcome beyond the difference in 
technique of operation. This preliminary survey did show real differences in 
the patients selected for operation at the two hospitals. In terms of numbers, 
the Ontario Hospital, London operated group (134) was considerably larger than 
the Ontario Hospital, St. Thomas (80) despite a lower admission rate. Further 
inalysis by measurable categories considered as possible factors in influencing 
outcome (Figure 1) does show important differences, with a higher proportion 
at London in hospital under 1 year before operation and diagnosed schizophrenia, 
as well as other less significant differences. Although these two variables would 
tend to counteract each other in their influence on the outcome, it did bring home 
clearly the fact that the two groups must be modified by selection to control the 
variables of prognostic importance before we can obtain ‘data from which relevant 
conclusions can be drawn. 
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For this reason an experimental sample of 60 patients from each hospital was 
selected by a stratified random sampling designed to make the groups identical! 
in diagnosis and pre-operative duration of hospitalization. 

In the final experimental groups, the numbers of each division by duration 
of hospitalization and diagnosis were: 

Type of Operation 
Bilateral Bimedial 
No. Pts. No. Pts. 
Diagnoses: 
Schizophrenia 36 
Affective 11 
Orhers 13 
T otal 
Pre-operative Hospitalization: 
Under 1 year 28 
1-4 years 20 
Over 4 years 12 12 
Total 60 60 

The number of patients available for study did not allow stratification of 
other measurable variables. As Figure 2 shows there are still substantial differences 
in the two groups, particularly for duration of sy mptoms, and hence the need for 
comparison of discharge probabilities on a variable specific basis, e. g.: ages 30-39 
only, duration of sy mptoms, first and second admissions only, as shown in Figure 4. 


The Measurement of Improvement 

Each patient was visited by one of us (G.E.) or by trained social workers or 
nurses from the hospitals. T he status of all patients was evaluated by an objective 
social evaluation scale described by Miller* (Figure 3) with minor changes designed 
to provide a more complete description of our patients. With this scale each 
patient was given a score from 0 to 100, increasing in steps of 10, as shown in 
Figure 3. For example, a score of 10 was given if the patient was still in hospital, 
incapable of working, but not a nursing problem, a score of 40 if he were still in 
hospital but capable of working without supervision; 80 if he were out of hospital 
but still requiring some supervision at work which is of a lower technical level than 
before the operation. A score of 70 and over, meaning that the patient was out 
of hospital and working, was considered a good result; a score of 30 to 60, meaning 
the patient was working in hospital, or out and not working, was considered 
moderate result; and 30 and under, meaning the patient was in hospital and not 
working, was considered a poor result. 


In addition to this social rating scale, a separate analysis of the cumulative 
probability of discharge from hospital at varying lengths of time followi ing oper- 
ation was determined for each procedure. This is an application of the life table 
technique so useful in mortality studies and applied to morbidity data. It elimi- 
nates the error inherent in the fact that patients were followed for varying lengths 
of time. For example, 3 years after as the bimedial group had a probability 
of 0.723 of being out of hospital. Expressed in the more widely used percentage 
basis, the patient had a 72 per cent chance out of 100 of being out of hospital at 
this period. 


The Findings 
Measurement by Discharge from Hospital 


When the two procedures are compared by the cumulative discharge 
probabilities (Figure +) no consistent and significant difference is apparent. 
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The top curve for the total group, not further refined, shows a minor and 
insignificant advantage for the bimedial, whereas further refinement of the 
unstratified variables of duration of symptoms, limited number of admissions 
and age in the other three graphs (Figure +) show no consistent pattern; w ith 
analysis by duration of symptoms favouring bimedial, first and second ad- 
missions the bilateral and the limited age group similar for the two procedures. 


B. Analysis by Social Evaluation Scale 
By the use of the social evaluation scale (Figure 3) described above, again 


we were unable to demonstrate any consistent or statistically significant 
difference between the two procedures. 


When analysed in terms of the individual diagnosis (Figure 5), the usual 
findings of having the poorest results in the cases of sorta: sn was borne 


out, but again no significant difference between the two techniques is appa- 
rent. 





When analysed by duration of hospitalization (Figure 6), again the results 
were best in those under 1 year, but again no significant difference was estab- 
lished between the two procedures. 


When analysed in terms of pre- morbid intelligence, the best results were 
obtained in those above average intelligence (Figure 7 7) but no significant 
difference between the procedures comes out of this analysis. 


In a similar manner, the two techniques were compared in terms of age 
at operation, number of admissions, sex and duration of symptoms. However, 
for brevity these are not reported in detail. They can be summarized by 
saying that again no difference in the two procedures comes to light. 
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Summary and Conclusions 


\ sample of 60 cases operated on by the bimedial lobotomy approac h was com- 
pared with a similar number operated on by the standard bilateral technique. These 
two groups were stratified in terms of diagnosis and duration of hospitalization 
before operation. The status of the group. for other variables still differed suffi- 
ciently to require more refined statistical breakdown of these unstratified variables. 

The outcome following operation was determined by the use of discharge 
probabilities up to the period of + years and by a classification of adjustment ‘at 
the time of observation in terms of good, moderate or poor, determined by the 
score on an objective social rating scale. 

It was not possible to demonstrate any measurable and consistent statistical 
difference between the outcome of the followi ing of two lobotomy procedures by 
the various techniques employed. 


These results would support the suggestion of Fulton* that the medial aspect 
of the section is the crucial one phy siologically and would not support the sugges- 
tion of McL ardy and Meyer* that improvement was related to the amount of 
prefrontal cortex isolated from its white matter. 


Although this method of comparison shows the outcome by the two tech- 
niques to be similar, one technique may be preferred over the other because of 
other factors not considered in this study. If such is the case, then one can come 
to this decision with the knowledge that the results in terms of social outcome are 
identical. Certainly it would appear to the authors that the bimedial approach, 
producing similar results in terms of social recovery, might well be preferred to 
the standard procedure on the basis of its more limited destructive nature. 
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Résumé 
Soixante cas dont l’approche chirurgicale fut la technique bimédiale sont 
comparés a soixante autres cas qui ont subi la lobotomie bilatérale “standard”. 
Ces deux groupes furent subdivisés selon leur diagnostic et la durée de leur 
hospitalisation précédant lopération. Les autres variables sont suffisamment 
importantes pour requérir de plus fines analyses statistiques. 
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Les résultats sont évalués en regard des possibilités de sortie apres une période 
post-opératoire allant jusqu’a quatre ans et en regard des possibilités de réhabilita- 
tion, evaluées comme bonnes, modérées ou pauvres par une “échelle sociale 
objective”. 

Il ne fut pas possible de démontrer aucune différence mesurable et statistique- 
ment consistante dans les résultats des deux techniques employees. 


Les résultats confirment la suggestion de Fulton que les structures “meédiales” 
sont les structures importantes du point de vue psysiologique et rejettent ’hypo- 
these de McLardy et Meyer a leffet que l’amélioration soit en rapport avec la 
quantité de cortex préfrontal sectionné. 


Bien que la comparaison établit la similarité de résultats des deux techniques, 
il demeure qu’une technique peut étre choisie de préférence a l'autre a cause 
d’autres facteurs non-étudiés dans cette communication. La connaissance que les 
résultats sont identiques avec les deux méthodes éclaire la décision a prendre. Les 
auteurs croient cependant que la technique bimédiale, produisant la méme réhabili- 
tation sociale, devrait étre préférée 4 la technique “standard” parce que moins 
mutilante. 
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PROPOSITION D’UN MECANISME DE TOLERANCE AUX 
DROGUES* 


Guy Napeavu, D.Sc. er Grorces Sopo_ewski, D.Sc. 


La notion de tolérance acquise ou naturelle vis-a-vis des drogues est l'un de 
ces phénomenes que l'on accepte couramment en médecine et qui pourtant, encore 
de nos jours, est loin d’étre compris et défini. On a coutume de dire que la 
pr sologie adéquate, pour une affection donnée, dépend de l’individualiteé organique, 
explication qui n’apporte d’ailleurs aucun éclaircissement. En fait, ou hausse la 
dose ou sa fréquence tant que l’effet recherché n’est pas atteint ni masqué par les 
manifestations toxiques. 

Le probleme qui nous intéresse est donc le suivant: D’ou vient (1) que certains 
individus requi¢rent plus d’une drogue que d’autres pour manifester une réponse 
de méme ordre (tolérance naturelle) et (2) d’ou vient aussi que certains organismes 
supportent, pour une méme effet constant, des doses sans cesse croissantes, parfois 
phénoménales (tolérance acquise ou accoutumance) ou meme l’exigent (dépen- 
dance physique). Si éventuellement un méme mécanisme peut expliquer les deux 
genres de tolérance, nous restreindrons notre exposé a celui de la tolérance acquise 
qui est réalisable expérimentalement dans un temps relativement court avec la 
morphine chez certaines espéces animales. 

Deux mécanismes, suggérés avant nous, peuvent retenir notre attention 
(Tableau 1): En 1932, Hotta dose la morphine dans le cerveau de chiens accoutumés 
et de chiens normaux aprés absorption de doses identiques du toxique. Malgré 
l’écart dans l’effet narcotique, les doses retrouvées dans le cerveau sont du méme 
ordre. L’accoutumance s ‘expliquerait donc, dans ces conditions d’ experience, par 
une désensibilisation cellulaire. L’organe récepteur répondrait de moins en moins 
a l'action de la drogue en raison d’une aléatoire altération, physique, chimique, 
électrique . . ., hypothése qui s’écroule quand on substitue a la drogue une autre 
similaire pharmacologiquement, mais différente chimiquement. 

Comme seconde hypothése, la littérature classique signale que, chez les toxico- 
manes, prenant plusieurs décigrammes d’héroine ou de morphine par jour, on ne 
déceéle pas de trace d’alcaloide ‘dans l’urine malgré la dose absorbée. On en conclut 
que l’organisme développant de la tolérance devient de plus en plus habile a 
métaboliser la drogue. Plus récemment le groupe de Cochin et Woods suggere 
que le phénoméne ‘dépend d’un rendement plus efficace de l’excrétion par les voies 
normales. 


Ce double mécanisme est mieux accepté, sans doute par analogie avec de 
nombreuses autres drogues, mais sans trop de preuves expérimentales. Si elle était 
conforme 4a la réalité, il devrait étre facile de vérifier expérimentalement qu’entre 
deux groupes de sujets tolérants et temoins, on devrait, chez les premiers, soit 
retrouver dans la circulation des métabolites en plus grande abondance, soit voir 
disparaitre la drogue plus rapidement du sang et apparaitre plus rapidement dans 
les excréta. Or la fraction métabolisée de la morphine semble négligeable: on n’y 
retrouve pas de différence significative chez les sujets tolérants ou non. Quant a 
la facilité respective des deux groupes a excréter la morphine, Cochin et Woods 
reconnaissent eux-mémes qu'il n’y a pas de différence significative, bien qu'il y ait 
justement tendance vers le phénoméne tout oppose, c’est-a-dire une excrétion 
moins rapide chez le sujet tolerant. Les auteurs ajoutent: “It becomes imperative 
to look to other explanations for the mechanisms underlying these phenomena”. 


*Résumé d’un travail présenté a la réunion annuelle. 
iLaboratoire de Biochimie, Hépital Saint-Michel Archange et Département de Psychiatrie, Université. 
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TABLEAU I 


TOLERANCE ACQUISE PAR 
1. Insensibilisation progressive de l’organe récepteur. 
2. Rendement accru des mécanismes de désintoxication: 
A. Inactivation de la molécule 
B. Excrétion plus efficace (Woods, Cochin) 


Si (2) est vrai: 
\. Métabolites plus abondants 
B. Apparition plus rapide dans urine ou fécés 
C. Disparition plus rapide du sang 


Sans égard a toutes ces tentatives d’explication dont la signification était 
d’ailleurs limitée par la sensibilité des méthodes de dosage dont disposaient ces 
chercheurs, nous avons adopté une toute autre hypothése. Nous avions lavantage 
d’avoir 4 notre disposition une méthode originale de dosage de la morphine (Ref. 
4), dont la sensibilité permet investigation du sang circulant 4 des concentrations 
“pharmacologiques”, une condition qui est malheureusement trop souvent ignorée 
en biologie ou en pharmacologie expérimentale et qui devient flagrante si l’on 
rapporte les doses utilisées a l’échelle humaine. 


Hypothése de travail 

Dés 1925, Beutner avait signalé ce qu’il appelait une “interaction” entre certains 
alcaloides et le sérum de divers animaux de laboratoire. Van Leuween, vers le 
méme temps, note que le sérum de lapin accapare in vitro la pilocarpine et il ajoute 
que le phénoméne existe pour d’autres alcaloides dont la morphine, sans toutefois 
démontrer la nature de la liaison au sein du sérum. Nous avons effectivement 
trouvé dans notre laboratoire que la morphine peut, im vitro dans des conditions 
qui rappelent les conditions physiologiques, se lier aux protéines sériques. Il est 
d’ailleurs de plus en plus observe, avec les raffinements de la technique, que diverses 
drogues (sulfas), divers métabolites (vitamines, pigments biliaires), diverses hor- 
mones, divers ions (fer, par exemple) sont véhiculés dans le courant sanguin en 
association avec les protéines plasmatiques. Selon Goldstein, le rdle primaire de 
l’interaction protéinique serait de “confiner les molécules de la drogue au courant 
sanguin sous une forme inactive, empéchant ainsi son accés aux sites d’action, 
d’excrétion et de métabolisme” (Fig. 1). Mais la possibilité qu’une telle interaction 
puisse jouer un role soit dans la tolérance naturelle soit dans l’accoutumance ne 
parait pas avoir été soupgonnée avant nous. Crest la la substance de notre 
hypothese. 

Réduit a sa plus simple expression, notre plan original de travail était de 
démontrer (1) qu il y a effectivement formation d’une liaison entre la morphine 
et les protéines plasmatiques a la suite de l’administration de la drogue, (2) que 
cette liaison implique une ou des protéines spécifiques et (3) que ce phénomene 
joue un role important dans l’acquisition d'une tolérance par l’organisme, en affec- 
tant le transfert de la drogue au niveau de la barri¢re sang-cerveau (plus vague- 
ment a son site d’action) et éventuellement en influengant la vitesse de son excrétion. 


Matériel et méthode 


Dans une premiére expérience, nous avons divisé en deux groupes 12 chiens 
provenant de deux portées et avons adopté le procédé suggéré par Cochin et al 
qui consiste a donner par voie sous-cutanée la morphine 4 la dose initiale de 1 a 2 
mg./Kg. en augmentant la dose quotidienne de 1 a2 mg. a moins de voir apparaitre 
des manifestations toxiques (vomissements, etc.). La perte de poids servait de 
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DistriBuTION DE LA MORPHINE MONTRANT DIVERSES INTERACTIONS POSTULEES 


P = protéines; M = morphine; R = récepteur; 
MG et M'! = métabolites de la morphine. 
Figure 1 


baréme pour cesser |’augmentation de la dose. Une tolérance de 30 mg./Kg. par 
jour fut finalement atteinte aprés trois mois de surveillance quotidienne, (pour un 
homme de poids moyen, cette valeur correspond a environ 32 grains). 

Les moyens pour mettre en évidence la liaison morphine-proteéines, chez le 
sérum de chien comme chez le sérum humain, se sont révélés assez limités. Les 
tentatives de séparation de la forme libre et de la forme liée par dialyse ou par 
ultrafiltration durent ¢tre abandonnées par suite de l’affinité considérable de la 
morphine pour la surface des membranes naturelles (€piploon, mésentére, péritoine, 
péricarde, etc.) ou artificielles (acétate de celulose, collodion). L’ultracentrifu- 
gation (qui en plus n’affecte pas l’équilibre entre les deux formes) devait nous étre 
plus propice. 

Résultats préliminaires 

Le tableau II résume les résultats de quelques experiences in vitro. On y 
remarquera les gradients de distribution des protéines et de la morphine pour les 
deux groupes d’animaux, tolérants et témoins. 

Le tableau III illustre deux expériences in vivo qui apportent un sérieux argu- 
ment en faveur de notre hypothése. Noter (1) les doses de morphine injectees, 
(2) la distribution dans le s¢rum une heure aprés l’injection, montrant qu’effective- 
ment la morphine séjourne plus longtemps dans le sang des sujets tolérants (ceci en 
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TABLEAU II 


Fractions de 





Non Tolérants L’ultracentrifugat Tolérants 
P, M, M2 P; M; M, 
0.17 9.3 10.6 [] 0.14 7.0 8.1 
0.5 8.8 13.0 i: 0.36 9.8 11.8 
1.3 14.7 13.6 : = 0.8 12.4 14.0 
2.7 10.8 10.6 oi 1.9 11.0 13.6 
12.6 12.8 12.3 Cy) 


8.6 19.6 19.2 


Distribution des protéines (Gm.°7) et de la morphine (10 Micr/MI.) dans le sérum de chiens 
(aprés ultracentrifugation de 16 heures 4 35,000 T.P.M.) 


raBLeAau III 


Morphine Sérum Avant Fraction 5 de 
Injectée Animal Ultracentrifug. L'ultracentrifugat 

- | . , T — 

5 | Non Tolérant | 7.2 | 14.2 

10 | Tolérant 20.0 34.5 

7 Non Tolérant 13.4 

7 Polérant 31.4 

| 
Mg./KG. Microg. Par Ml. 


leneur en morphine une heure aprés injection. 


contradiction avec les hypothéses de nos prédécesseurs), et (3) la distribution de 
la drogue dans la fraction inférieure des ultracentrifugats, montrant qu'elle est 
fortement li¢ée aux proteines. 

Ces résultats, bien que préliminaires, nous ont encouragés a poursuivre nos 
expériences: la spécificite de la liaison, la ou les protéines responsables constituent 
la prochaine étape d’un probleme dont nous n’avons présente ici qu'une des nom- 
breuses facettes. 

Corrolaire 


Nous esperions que l’analyse du liquide céphalo- rachidien pourrait nous ren- 
seigner sur la vitesse de diffusion de la drogue a partir du plasma chez les deux 
groupes d’animaux. Malheureusement, en aucun temps, meme dans l’heure qui 
suit l'injection, au moment ow la teneur atteint son maximum dans le plasma, 
n’avons-nous pu déceler la drogue dans le liquide. Si l’on tient encore 4 considérer 
le liquide céphalo- rachidien comme un ultrafiltrat du plasma, il faut bien en con- 
clure qu’apreés avoir traversé la mystérieuse barrié¢re sang-cerveau, la drogue posséde 
une affinité considérable pour les cellules ou tissus au-dela de cette frontiére. 


Cette étude edt été irréalisable sans le concours d'autres institutions et de nombreux collé- 
gues: le docteur Fernand Martel, du Département de Biochimie de la Faculté de Médecine, qui a 
mis a notre disposition les facilités d’ultracentrifugation; les docteurs M. Samson et M. Drolet, 
du Départment de Radiologie de Hopital; les docteurs J. L. Tremblay et G. Bourbeau de la 
Faculte des Sciences; monsieur L. P. Joly du Département de Pharmacie de l’Hopital; nos 
assistants au cours des vacances: Melle N. Barry, messieurs G. Bélanger, J. L. Lavoie, et B. 
Béchard, étudiants des Facultés des Sciences et de Médecine de Laval. 
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Summary 
The tolerance phenomenon to drugs has always been an intriguing problem. 
From a review of the literature, two hy potheses have been retained and discussed; 
none seems to bring a satisfactory explanation. 


The work of Beutner and of Van Leuween around 1925 has inspired the 
authors who devised an experiment with two groups of dogs, one receiving pro- 
gressively greater quantities of morphine, the other one receiving no medication. 
They succeeded in measuring the amount of morphine linked to an hypothetic 
plasma protein and tried to establish how this correlates with the tolerance pheno- 
menon. They feel this protein fixation of morphine in plasma plays an important 
role in the tolerance acquisition to drugs. The amount of medication reaching 
the blood-brain barrier is affected by this process as well as the following excretion 
time of the drug. 


The results have confirmed the authors’ hy potheses; ; in a next step they will 
attempt to isolate and identify the specific plasma protein involved. Research on 
cerebro-spinal fluid has not yielded any information on the diffusion time of the 
drug in the two groups of dogs: morphine could not be detected probably because 
of its great affinity for the surrounding structures. 
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Editorial 


PSYCHIATRY - TRANSIDEOLOGICAL 


Psychiatry is not pure science. Among its many complex aspects we find 
experience, intuition, art and ethos. Such non-objective factors make it necessary 
to assess the personalities of psychiatrists and the cultures from which they come 
if we want to evaluate the phenomena a psychiatrist observes and the theories he 
develops. 


The basic science component of psychiatry can boast of almost universal 
validity since the immediate effects of phy siological or morphological brain changes 
are the same all over the world. The situation is different, however, when we 
are going into the more complex area of behavioural science which is one of the 
most important components of psychiatry. Here cultural factors play a central 
role and the methodological problems arising out of this situation have led to the 
development of the new discipline of transcultural psychiatry. 


However, what we do in psy chiatry matters as much as what we perceive 
and think, and it is probably no historical accident that modern psychiatry really 
began with Pinel who was a humane reformer and not primarily a scientist. The 
human ethos of psychiatry with its basic concern for the individual precedes basic 
as well as behavioural science and it transcends phy sical, cultural and even ideo- 
logical barriers existing anywhere on our planet. 


Last year, Dr. R. H. Klein, the superintendent of a mental hospital in the 
U.S.A., visited Russia and on his return described his impressions of a visit to a 
2500 bed mental hospital near Moscow. He observed no detention screens, and 
found double glass windows instead with the outside pane made of an extremely 
resistant glass. Although there were some locked rooms, most of them were 
unlocked. Patients in the hospital appeared to be neater and cleaner than the 
people outside the hospital. Occupational and recreational therapies were exten- 
sively used but his guides were shocked to learn that patients performed house- 
keeping, laundry and kitchen services in American hospitals. Cleanliness and 
maintenance were outstanding and better than in any mental hospital the writer 
had seen in ten different countries. There was a halfw ay house and the emphasis 
was on early discharge and conscientious followup care. For 2400 patients, there 
were 2400 full time employees. Of these 167 were doctors and of these 105 
psyc hiatrists. 


Dr. Klein points out that he noted an atmosphere of “tender loving care” as 
the basic hospital philosophy and genuine dedication of all staff members to their 
jobs. He expressed his surprise that such fine hospital care could be given under 
a government which we have been led to believe to be completely uninterested in 
the individual. 


A few months ago, the chief physician of this Russian hospital replied to Dr. 
Klein’s article in the Readers Forum of “Mental Hospitals”. He expressed his 
appreciation for the doctor’s observations but said with a mixture of irritation and 
resignation that the surprise in noting the fact that Russian psychiatrists are doing 
their duty towards each individual comes apparently from “an erroneous concep- 
tion” of the attitude towards the individual in the Soviet Union. He felt that to 
those acquainted with the Russian way of life there should be no reason for 
surprise about the Russian attitude towards people, which he considers to be 

“natural” 
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All these facts are in keeping with the philosophy of Russian psychiatry 
expressed i in the Encylopédie Medico-Chirurgicale (Paris 1955) in which Oseretzki 
states that Russian psychiatry is continually stressing the human dignity of the 
patient and that humane principles are strictly applied in the functioning of 
psychiatric hospitals. Canadian scientists will in the near future exchange visits 
with their Russian colleagues to study and compare methods and techniques as 
they are employed in research laboratories in both countries even though there 
are few cultural and no ideological differences in the approach to physics, chem- 
istry and astronomy here and in Russia. But in psychiatry, do we not believe that 
psy chiatric care behind the Iron Curtain is essentially different from and quite 
possibly inferior to ours—are we not convinced that “therapeutic communities’ 
or their analogues if they exist in Russia must be strange structures which on the 
non-verbal level would be as unintelligible to us as on the verbal? Now, can we 
be sure—or should we find out? PL. 





Are you going to be in England mn GYaly, 1960? 


If so it is requested that you get in touch with the C.P.A. Secretary 
DR. C. A. ROBERTS 


at 
6825 Lasalle Blvd., 
VERDUN, P.Q. 
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Canadian Psychiatrie pbssectation 
AAunual General Meeting - 1960 


June 15th, 16th, 17th and 18th 
Banff School of Fine Arts — Banff Alberta 


PROGRAMME 





Wednesday — June 15th 


11:00 a.m.- 5:00 p.m. Meeting of Board of Directors and Committee 
Chairmen. 


Thursday — June 16th 


8:30 a.m. on REGISTRATION 


9:00 a.m.- 5:00 p.m. MEE “TINGS OF COMMITTEES. 


Chere will be a full day Open Meeting of the Committee on Child Psychiatry. 
(All CPA members are invited to attend). The agenda will be as follows: 


A. Screntiric SESSION 
9:30 a.m. “Phobias in children”. 


Dr. F. A. Dunsworth 


9:50 am. “Differences between the playroom used for child psy- 
chiatric treatment and the playroom used for child 
analysis”. 


Dr. W. Clifford Scott 





10:05 a.m. Discussant: Dr. Taylor Statten 


10:20 a.m. “The use of Stelazine in children requiring hospitalization 
for their mental state, chiefly infantile autism (and child- 
hood schizophrenia)” ; 

Dr. Laura Forgues 


10:40 a.m. “Perceptual organization in infancy and early childhood”. 
Dr. Daniel Cappon 


11:00 a.m.-11:15 a.m. Break 


11:20 a.m. “Group psychoanalytic therapy in child psy chiatry” 
Dr. J. B. Boulanger 
11:40 a.m. “A critical assessment of the roles played by the various 
disciplines in present child guidance and in- patient 
practice”. 


Dr. John Rich 
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12:00 noon To be announced 
12:20 p.m. To be announced 
Adjourn at 12:30 p.m. for luncheon at 1.00 p.m. 
1:00 p.m. LUNCHEON 
2:30 p.m. B. Open Business MEETING 


Agenda. 1. Forming of a committee to set up a workable 
classification of emotional disturbances in 


children. 
(Opener: Dr. F. A. Dunsworth) 
2. To be announced. 


6:30 p.m. Entertainment to be announced. 


Friday — June 17th 
8:30 a.m. on REGISTRATION 
9:00 a.m.-Noon Scientific Programme 


9:00 a.m. 10:30 a.m. Panet on ReEHABILITATION—Chairman—Dr. G. C. Sisler 
Members: Drs. T. J. Boag, M. T. F. Carpendale (by 
invitation), H. K. Hall, J. S. Tyhurst 


11:00 a.m. AcapeMic Lecrure—Dr. Michael G. Saunders—Winni- 
peg, Manitoba. 
“Electroencephalography and Psychiatry”. 


2:00 p.m. Annual Business Meeting 


6:30 p.m. Reception 
Annual Dinner—Guest Speaker—Dr. Walter H. Johns, 
President—University of Alberta, Edmonton, Alberta. 
“Higher Education in Canada Today”. 


Saturday, June 18th 
8:30 a.m.- 1:00 p.m. Seientifie Programme 
8:30 a.m.- 9:00 am. Firm 


9:00 a.m.-11:00 a.m. Section A—Chairman: Dr. J. Tyhurst. 
1. Dr. P. Noel Murphy—“From Psychiatric Service to 
Disaster Research”. 


2. Dr. R. W. Payne (by invitation) —“Thought Disorder 
and Retardation in Schizophrenia”. 
3. Drs. D. Ewen Cameron, L. Levy; L. Rubenstein; 


T. Ban. “Effects of the repetition of verbal signals upon 
human behavior.” 
4. Dr. F. W. Hanley—“The use of Hypnosis in Psy- 
chiatry”. 
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11:30 a.m.- 1:00 p.m. Section B—Chairman: Dr. K. A. Yonge 


1. 


5 


we 


Dr. R. Prince—“Interest Disorders”’. 

Dr. J. Guild—“Results of Psychiatric Treatment in 
Eczema.” ; 

Dr. D. Lewis—“Lilliputian Hallucinations in the Func- 
tional Psychoses”. 


1:00 p.m.- 2:30 p.m. Board of Directors’ Meeting (1960-61) 


LADIES’ PROGRAMME 


An interesting programme of entertainment, including tours around Banff and 
vicinity and Lake Louise, has been arranged for Thursday, Friday and Saturday 
morning, June 16th, 17th and 18th. Ladies also attend the Reception and Annual 


Dinner 








HOUSING ANNOUNCEMENT 


Rooms are available, at the Banff School of Fine Arts, for the nights of 
June 15th to 17th, inclusive, and for the night of June 18th if desired. 
They are all twin-bedrooms—the majority with bath. Rates include meals 
and are $7.50 per person per day with bath and $6.50 per person per day 
without bath. 

Members not bringing wives should name another member, if possible, 
as a Co-registrant, otherwise allocation will be made by the Housing 
Committee. Reservations made in order of receipt. Indicate day of 
arrival and departure and type of accommodation. Reservations for any 
nights earlier than the above must be made through the Canadian Medical 
Association Housing Committee. 

Write to Dr. F. J. Edwards, Box 1000, Ponoka, Alberta, for reservations. 


Act now! 
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Book Keucews 


INSULIN TREATMENT IN PSYCHIATRY by M. Rinkel and H. E. Himwick. 
Philosophical Library, New York. Published 1959. Price $5. 


An International Conference on the Insulin Treatment in Psychiatry was 
held at the New York Academy of Medicine on October 24 and 25, 1958. 
Numerous papers were given, and these were then gathered and published in a 
book entitled “Insulin Treatment in Psychiatry”, Max Rinkel, M.D., and Harold 
E. Himwich, M.D., being the editors. The list of authors and panel members 
at the Conference contains many illustrious names and indicates that both pro- 
ponents and opponents of insulin shock treatment were able to air their opinions 
in this book. 

The authors were not entirely from America, but the Continent and South 
America had representatives, thus giving the reader an idea how insulin treatment 
is regarded elsewhere. The book is divided into three sections 1. Historical 
Contributions 2. Physiochemical Research 3. Clinical Research and Follow- -Up 
Studies. This gives an overall and embracing view of insulin treatment as it was 
developed, how it is used to- day and how its value is generally regarded for 
to-day and for the future. Many of the papers have a long list of references and 
most of the papers are discussed by members of the panel. Much of the dis- 
cussion is excellent and thought- provoking. 


Most of the book deals with insulin coma treatment, but insulin subcoma 
treatment gets its chance to be presented and defended. A later chapter is 
devoted to a discussion of Neuraminic Acid in the C.S.F. of schizophrenic 
patients. The last chapter is written by Dr. Rinkel who summarizes briefly 
what might be considered the highlights of the remarks of some of the authors. 
This chapter alone is well worth reading. As an Appendix, we are given an 
added treat because Dr. Sakel’s address at the University of Vienna at the thirty- 
year celebration of his discovery is reproduced. 

Differences of opinion regarding the efficacy of insulin treatment are 
offered, but the concensus appears to be that this treatment is still an effective 
one, is here to stay, could be a valuable means of continuing physiological re- 
search into mental illness, and is not apt to be cast aside in favor of ataractic drugs 
especially since the initial wave of enthusiasm for the latter treatment has passed. 


For one who is interested in reviewing the history of insulin treatment, learn- 
ing or relearning techniques, studying opposing views on the subject, and 
learning the present day opinions of learned and experienced men, this book is 
highly recommended. E. V. Metcalfe, M.D., London 


“IN TWO MINDS”, a novel by Mary Cecil, Hamish Hamilton, London, Eng- 
land. Price 15 shillings. 


Books about mental illness by those who have themselves been mentally ill, 
are fortunately not infrequent. Furthermore, competent writers who have not 
themselves been ill use mental illnesses as a theme for novels or plays. There is 
therefore now little excuse for psychiatrists, those in training and members of 
the many disciplines associated with psy chiatry not being acquainted with the 
patient’s point of view. Yet we make very little use of this excellent and often 
easily read source of information. I have now read between forty and fifty of 
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these books and am usually much impressed by their high standard of writing 
and general craftsmanship. Even allowing for the special interest, very few 
are boring and very few are ill humored or unkind. Some are, of course, Critical 
but then the care of the mentally ill during the last century or so has not been 
so good that one could expect only eulogies. 


The reviewer's difficulty is to decide where he stands. Is the book to be 
judged as a work of art or as a valuable source of information? Sometimes, | 
suppose, the two can co-exist, but it is asking a good deal of any author and 
maybe very unfair. For instance, the famous Schreber Memoirs which formed 
the foundations of the psychoanalytic theory of the psychoses is a splendid 
source book. But the High Judge was not much of a writer — there is too 
much legal exactness about him. He inclines to repetition as any good lawyer 
must with his “heretofores” and his “hereinunders”, etc. Clifford Beers, the 
founder of the Mental Health movement, who wrote the “Mind that Found 
Itself”, is a high level exposée book whose main interest lies in its historical 
outcome. Neither of these books are works of art. 

At the far other end of the scale comes a novel of doom like Franz Kafka’s 
“The Trial”, or its sequel into which a certain amount of hope has been injected 

— “The Castle”. Here one is undoubtedly dealing with a great w ork of art. 
Yet the psy chiatrist reader cannot avoid being fascinated with the rock of per- 
sonal experience from which Kafka hewed his masterpieces. Such books spring 
from desperate experience. Where and how did Kafka obtain his experiences 
of the horrific which were to be mirrored many years later in the disasters of 
Nazi Germany? ville 

Occasionally one finds art and personal experience are blended in a 
competent, convincing and highly satisfactory manner. Such a book is Mary 
Cecil’s “In Two Minds”. I have been lucky enough to correspond with Miss 
Cecil and as I suspected, she is writing of her own experience and had to do 
only a little alteration in fact. What she has done and what gives her book a 
special place is to use her own very unpleasant experiences to write an excellent 
novel. The story of Clare, her sick young flautist, is interesting in itself. It 
has not been made an occasion for special pleading. Miss Cecil tells a story, tells 
it with technical skill, without having to resort to psychiatric jargon. Her 
book is worth reading as a novel. However, it has a special psychiatric value 
for it is a novel about a schizophrenic illness written from the inside, and it is 
a story of a possession. 

Possession used to be quite a favorite psychiatric topic but we are not in- 
terested in it now. Miss Cecil has met other patients with rather similar ex- 
periences to hers and believes they are not uncommon. I suspect that for the 
benefit of their psychiatrists, patients tend to tone down their interpretations now. 
Indeed, in a very amusing account of “art therapy” Miss Cecil describes them as 
doing just this. 

Miss Cecil had one symptom w hich I found very unusual and consequently 
intriguing. So protean is schizophrenia that one never ceases to learn strange 
things about it, but this one almost flummoxed me. She saw her auditory 
hallucinations in writing. Here she is talking to her possessor: 


“Why do you go on writing in the air when I can hear you?” 
“To make doubly sure you have to attend.” 


She adds, “The words are bigger and blacker now, capital letters.” 
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Luckily I had been re-reading Galton’s splendid “Enquiry into the Human 
Faculty” a few days before, going over that extraordinary chapter on imagery. 
Galton mentions that some of his good visualizers had this capacity as part of 
their normal lives and always had written images of what they heard. Indeed, 
reading this I wondered if this were the origin of the strip cartoon “bubble” of 
words from the mouths of the speakers. Possibly the cartoonist who started this 
convention was one of these very unusual visualizers. Miss Cecil had what one 
supposes is a very rare kind of synaesthesia, or is it only that we don’t ask about 
such matters and that our patients are afraid to trouble us with what they feel 
we think are trivial matters. 


This is a valuable book for the psychiatrists and all others who work with 
the mentally ill. It is also a very good story, well and bravely told, without 
self-pity and without rancor. H. Osmonp, M.D., Weyburn 


SCENES FROM INSTITUTIONAL LIFE, by John Vaizey, London: 
Faber & Faber, 1959. 108 pp-, $1.60. 


This is an autobiographical account of a sensitive and intelligent boy’s two 
year stay in a general hospital for a painful spine injury. It is also a telling 
indictment against institutions of all forms and as such should be of interest to 
psychiatrists ‘and hospital administrators. The author, now a lecturer in eco- 
nomics at Oxford, complains that he had been turned into a case, a bed, a disease 
entity, while his individuality and personal needs were neither acnowledged nor 
respected. What had been his inaliable rights, became privileges g granted at the 
discretion of other people. His family became “his visitors” and he was com- 
pelled to eat when other people ate, listen to the radio when others listened, and 
conform to a set of regulations whose logic was poorly defended by the staff. 


Perhaps it is some solace for the psychiatrist to realize that he is not alone in 
having to cope with these problems. Recently, there was an article in a popular 
magazine to the effect that the routine in general hospitals was established more 
for the benefit of the staff than the patients. We may argue that most, if not all, 
of our rules are necessary for a patient’s care and treatment. However, V aizey 
maintains that this is only one among many stock answers given in various ty pes 
of institutions to justify ‘the unjustifiable. Some other stock answers are “If we 
do this for you, we will have to do it for a hundred others,” and “You are not 
the only pebble on the beach, you know.” Mr. Vaizey retorts, “But one is the 
only pebble on the beach, interested in only a few of the other pebbles nearby.’ 
He sees the institutions themselves as the root of the evil. He objects to people 
being sent away to Old Folks’ Homes, mental hospitals, and prisons. He advocates 
greater use of day hospitals, day prisons, and day geriatric centres. There is much 
valuable and thought- provoking material here for the psychiatrist interested in a 
sensitive patient’s view of institutional life. Whether the reader will agree with 
Mr. Vaizey’s recommendations does not detract from his sensitive and brilliant 
portrayal of life in an institution. As an introverted intellectual, Mr. Vaizey 
cannot be considered a typical patient (he even rejects the legitimacy of the 
concept “typical patient”). For example, he continually stressed his need for 
privacy, but when we queried the patients on the admission ward of a 1500 bed 
mental hospital whether they preferred private bedrooms, two-thirds of them 

replied that they did not. Rosert Sommer, Ph.D., Weyburn 
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OBJECTIVE EVALUATION OF AN ACTIVITY TREATMENT 
PROGRAM FOR SERIOUSLY REGRESSED 
SCHIZOPHRENIC PATIENTS* 


Kent Henperson, M.A.7 


During the past two decades, there has been an increasing interest in various 
activity programs for the care and treatment of chronic schizophrenic patients. 
Though these programs have differed in content and method, the basic principles 
and objectives have remained the same. The philosophy underlying their organi- 
zation, as stated by Myerson), is that the deterioration observed in long-term 
schizophrenic patients is due, in part, to the lack of social and physical stimulation 
on typical chronic wards. In this unstimulating environment, social and personal 
habit patterns slip into disuse and the incentive to control the direct expression of 
pathology in behavior is reduced. It is hy pothesized, that, by introducing the 
patient to a socially stimulating atmosphere, the deterioration due to these “hos- 
pitalization” effects can be reversed. The objective is not to “cure” the disease, 
but to improve hospital adjustment to a point where the patient is more self- 
maintaining and accessible to other forms of treatment. The results of several 
studies of activity programs !.?.45,7,10.18,19,20,.21) have tended to support the assump- 
tions underlying this treatment technique. 


The purpose of the present study was to place a severe test on the hypothesis, 
that chronic schizophrenic patients improve during an activity program, by select- 
ing only the most regressed long-term patients for treatment, and by objectively 
measuring what changes, if any, could be produced in this group. 

The problem of devising a satisfactory method of evaluating the response of 
patients to treatment is a persistent one. Psychiatric judgments of change have 
not been adequate mainly because of their subjective nature and lack of ‘explicit 
criteria. Malamud(?) pointed out the need for a standardized means of describing 
a research population in terms of classifying the kinds and severity of symptoms. 
This would provide a more adequate description of the changes produced and 
make possible the comparison of the results of different studies. This approach 
has led to the development of a number of standardized psy chiatric rating scales, 
the main advantage being one of providing explicit criteria for the judgments. 


The need for objective, quantifiable measures of psychopathology, which are 
sensitive to gradual changes in behavior, has led also to the use of standard psycho- 
logical tests. There have been two main objections to their use: (A) that no 
scores are obtained on patients who are unwilling to co-operate or too severely 
impaired to respond appropriately), and (B) that test scores may not be inter- 
preted in terms of the dimensions of behavior they were designed to measure. For 
example, an intelligence test score may reflect characteristics of the patient such as 
confusion, withdrawal or distractibility rather than intrinsic intellectual pro- 
cesses"!®), 

The ideal criteria for a measure of psychopathology would be those which, 
(A) objectively measured dimensions of behavior related to mental health, (B) 
covered the range of mental health from normalacy to severe pathology, yet are 
sensitive to gradual changes in behavior, and (C) a oe a sufficiently broad 


range of behavior to give a description of the kinds of change that did occur and 
those that did not. 


+The study was carried out at the Ontario Hospital, St. Thomas. 

*The author wishes to acknowledge his indebtedness to R. G. Stennett, Ph.D. for his supervision of this 
study, to J. J. Kaufman, M.D., for his co-operation as director of the program, and to the psychologists, 
psychological interns, and treatment staff in collecting the data. 
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The purpose of this study is twofold: to assess the changes produced in a 
group of severely regressed schizophrenic patients during an activity program, 
and to evaluate the usefulness of some standard psy chological tests and techniques 
as objective measures of change at this level of pathology. Assessment techniques 
were selected to sample a w ide variety of behavior in order to obtain information 
of the kinds of behavior that might occur. They range from rating scales, which 
require minimal involvement of the patient, to the Rorschach, where the necessity 
of co- operation is great; and from techniques which directly sample basic social 
habit patterns to those which involve complex perceptual and cognitive processes. 


ere Method 
Subjects 

An experimental group of 18 subjects was selected from male, “backward”, 
schizophrenic patients under 50 years of age who had been in hospital for at least 
five years. Only those judged to be the most regressed were included. Minimum 
education of grade seven was set to eliminate mental defectives from the sample. 

A second group, similar in age, education, age on admission, and length of 
hospitalization, was selected for control purposes. Data on matching variables is 
presented in Table 1. 


TABLE I 
MEDIANS AND RANGES OF MATCHING VARIABLES FOR EXPERIMENTAL AND CONTROL GROUPS 


Experimental Group Control Group 
Y = 18 N = 14 
Matching Variable Median Range Median Range 
Age in years 42.5 25-50 41.0 28-48 
Education in years 8.0 7-17 9.0 6-15 
Age on first admission 25.5 16-35 29.9 18-37 
Years since first admission 16.0 8-23 14.5 9-24 


The extent of deterioration of the experimental group is highlighted by the 
fact that only 14 patients could be found in the remaining male hospital population 
of 1000 after eliminating those who failed to satisfy the matching criteria or were 
productively employ ed in the hospital. A comparison of scores on rating scales 
made on both groups indicated that the control group tended to be less deteriorated 
than the experimental group. It was simply not possible to find a control group 
who were as regressed as the patients selected for treatment. 


Treatment 


The treatment staff was composed of occupational, recreational, and ward 
staff who had no previous experience in this type of project. The treatment was 
carried out by these staff under the superv ision of a psychiatrist. Weekly meet- 
ings were held for purposes of staff orientation, and discussions of handling 
problems, activities, physical treatments, and ward needs. 

The physical situation was a small, self-contained ward providing semi- private 
accommodation, a dining area, and some room for recreational equipment and 
activities. Individual allotments of new clothing were given to the patients as 
their personal property. Activities included w alking parties, music therapy, class- 
room groups, ball, gardening, picnics, routine ward work, and later some employ - 
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ment in the hospital. Patients in better condition attended dances, ball and hockey 
games, and swimming sessions at the local Y.M.C.A. Personal occasions, such as 
birthdays, and individual talents, received special attention. “Pin-money” was 
provided for patients who had none of their own, the patients making their own 
purchases at the canteen. 


Assessment Techniques 
A psychiatric rating scale was used as a standard method of describing the 
behavior of the patients in terms of common symptom classifications. The Lorr 
“Multidimensional Scale for Rating Psychiatric Patients, MSRPP”“” was short- 
ened and modified for administration by ward staff, the general format and most 
of the sub-scales being retained. W ith a loss of some 44 per cent of the items, 
the Morbidity Index (MI) of the present sample is lower than if the full Scale 
had been used. 


The social responsiveness of the patients was assessed by the “Minimal Social 
Behavior Scale” (MSBS)), which is a standardized interview designed to tap habit 
patterns basic to social interaction not found in cases of extreme deterioration. 
For example, the items deal with such simple behavior as whether the patient w ill 
shake an extended hand, if he will answer simple questions, or indicate acceptance 
or refusal of a cigarette. 

\ short form of the Wechsler-Bellevue Intelligence Scale, Form 1, (Vocabu- 
lary, Information, Block Design, and Similarities; ic. VIBS) was used to assess 
changes in the patients’ ability or willingness to respond to verbal and performance 
tasks. The score is assumed to reflect the extent to which confusion, withdrawal 
or distractibility impairs intellectual efficiency. 

The reproduction of a series of geometric figures such as is required in the 
Bender-Gestalt Test“) has been found to be a useful device in the assessment of 
mental health. Evidently, disturbance of perceptual- -motor co-ordination is a 
very sensitive indicator of the ability to maintain control over impulsive and 
dissociative tendencies. The Differential Diagnostic Technique (DDT) is a 
perceptual-motor test developed by North and Breen‘) designed to measure 
the extent to which efforts at control counterbalance tendencies toward loss of 
control. The difference between these two factors yields an Index of Control 
(Cl). The range of this Index is from about +20, indicating excessive efforts at 
rigid control, to —20, indicating a serious lack of control. ‘The children’s form 
of the test was used to eliminate a step in figure construction considered too 
difficult for the present sample of patients. 

Following the test proper, the subject is required to reproduce as many figures 
as he can recall. The resultant measure, the Memory Number, is related to the 
subject’s ability to retain and reproduce visually-presented material. 

The Draw-a-Person Test was included to assess the patient’s ability to draw 
a human figure, which is presumably related to the degree to which the patient 
has been able to maintain a differentiated picture of himself and others. The 

“appropriateness” of the drawi ing was rated in two ways: (a) by the Good- 
enough) scoring criteria, which yield a measure of the detailing and proportion 
of the figure, and (b) by measuring the area covered by the drawi ing. This DAP 
Size Score was designed so that either too large or too small a drawi ing receiv ed 
a high score, indicating ‘ ‘inappropriate” use of the area of the paper. 


The Rorschach Technique and two cards of the Thematic Apperception 
Technique (TAT) were included to assess the patient’s motivation to produce, 
or ability to respond to, a task demanding the use of complex perceptual and 
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cognitive processes. For the present purposes, the number of responses (R) 
on the Rorschach and the number of words given in response to the stimulus cards 
of the TAT (Number of Words) were used as the scores. The quality of the 
responses was disregarded. 


Administration 

The rating scales (MSRPP) were completed by ward and treatment staff 
who were in daily contact with the patients. Ratings: were made by two different 
raters on three separate occasions to check on the reliability of the modified 
\MISRPP. (See Results section). 

The MSBS was administered by the author in order to eliminate variations 
in scores resulting from the judgments of different raters, and the possible influ- 
ence of personality factors on the responsiveness of the patients. A group of 
psychologists administered the psy chological tests to the patients individually 
using standard procedures except for time limits set up to cope w ith the unrespon- 
sive patient. ‘Tests were discontinued only after the patient had been given a 
number of opportunities to respond to several tests. The tests were divided into 
two batteries: (1) DDT, DAP, and VIBS, given in that order, and (2) TAT and 
Rorschach, given later to those patients who gave scorable responses on the first 
battery. Where possible, the complete battery was given to one group on the 
same day. The testing of both groups was done on the treatment ward under 
similar conditions. 

Design 

\ matched, control-group design was used to control changes in assessment 
technique scores due to retesting, or possible changes in patients not due to the 
treatment program. 

The complete assessment battery was administered to both groups three times: 
before treatment (allowing two w eeks for the experimental patients to adjust to 
the new ward and staff); after four months; and finally, at the end of a full year 
of treatment. : 

Results 
Reliability of the MSRPP 

The reliability of the modified MSRPP was checked by obtaining ratings by 
two different raters on each patient of the experimental group on the three separate 
occasions. The combined results indicate perfect agreement on 65 percent of 
the 1890 items, agreement within one point on 88 percent, and within two points 
on 94 percent of the items. Comparable agreement was found for the control 
group from one occasion to the next. This degree of agreement is similar to that 
reported by Lorr ("', p. 5) for his teams of raters and can be considered satis- 
f ictory. 

Assessment of Change 

Medians and ranges of scores on all assessment techniques are presented 
Table 2. 

In order to control for changes associated with retesting, and possible improve- 
ment in patients not on treatment, statistical tests were used which compared the 
changes in the scores of the experimental group with changes in the control group, 
rather than absolute test scores. Thus, these differences or changes in perform- 
ince for both groups were compared, the hypothesis being that the experimental 
group would show changes toward improved performance that were greater 
relative to the control group. Two periods were chosen for assessment: the first 
four months of treatment; and one full year, including the first period. The 
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TABLE II 


MEDIANS AND RANGES OF SCORES ON ASSESSMENT TECHNIQUES FOR THE EXPERIMENTAL 
aND ContTROL Groups BEFORE TREATMENT, AFTER FouR MONTHS, AND AFTER ONE YEAR 


EXPERIMENTAL GROUP 


Before Four Months One Year 
\ssessment Techniques | Median Range Median Range Median Range 
MSRPP MI* 42 12 59 36 12 50 32 10 80 
MSBS 21 11 28 26 13 29 26 18 30 
VIBS 0 0 — 122 28 0 — 125 67.5 0 — 126 
| ) \P ( ri denough he! ores 0 0 32 5.5 0 43 3 0 30 
DAP Size Scores* 75 75 23 70 75 10 54.5 75 2 
DDT Cl -20 —20 to +6 —18.5 —20 to +5 —17 —20 to +2 
DDT MEM. No 0 0 6 0 0 6 0 0 5 
RORSCHACH “R” 0 0 10 0 0 16 1.5 0 9 
rAT No. of Words 0 0 109 0 0 79 0 0 83 
CONTROL GROUP 
Before Four Months One Year 
Assessment Techniques | Median Range Median Range Median Range 
MSRPP MI* 32 16 60 33 14 59 36.5 24 66 
MSBS 22..$ 10 28 25.5 13 29 ae.8 14 30 
VIBS 72 0 136 76.5 0 141 68 0 146 
DAP Goodenough Scores 15 0 45 17 0 35 10.5 0 39 
DAP Size Scores* 38.5 75 4 37 75 7 39.5 75 -— 15 
DDT CI 16.5 | —20to +6; — 8 —20 to +18 —13 —20 to +5 
DDT MEM. No 0 0 8 0 0 7 0.5 0 8 
RORSCHACH “‘R” ye 0 23 6 0 31 1 0 31 
rAT No. of Words 21.5 0 - 267 24.5 0 71 10.5 0 71 


* Low scores indicate little pathology, high scores severe pathology. 


TABLE III 


\SSESSMENT TECHNIQUES SHOWING SIGNIFICANTLY GREATER (P < .05) CHANGES 
IN THE EXPERIMENTAL Group AT FouR MONTHS AND ONE YEAR THAN IN THE CONTROL GRoUP 


Four Months One Year 
Significant Not Significant Significant Not Significant 
MSRPP A Scale MSBS MSRPP G Scale* DAP Size 
G Scale DAP size I Scale DDT CI 
M | DDT Cl K Scale DDT Mem. No. 
Goodenough DAP DDT Mem. No M I* Ror. “R” 
VIBS MSBS rAT No. of words 
Ror. R VIBS 
TAT No. of words Goodenough DAP* 


* Significance in part contributed by deterioration in the performance of Control Group. 
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significance of these changes was assessed by Mann-Whitney U Tests‘); the 
esults are presented in Table 3. 

On the behavioral level, the Morbidity Index of the MSRPP shows fewer 
‘vmptoms of psy chopathology for the patients under treatment and no overall 
improvement in the control group. Sub-scales A, G, I, and K, related to “de- 
pressed”, “motor disturbance”, “w ithdrawal” and “conceptual disorganization” 
symptom classifications respectively, showed signific: ant improvement. No sig- 
nificant change was found on B, D, F, and H scales related to “ 


resistive’, “energy” 
“perceptual distortion”, and ‘ ‘belligerence” classifications. 


, 

MSBS scores reflected an increase in social responsiveness in the experimental 
patients greater than that of the control group. 

Of the psychological tests, the VIBS and the Goodenough DAP scores 
showed significant improvement for the experimental group. Since both of these 
measures are related to intellectual functioning, the improvement in scores prob- 
ably reflects increased intellectual efficiency due to a lessening of confusion, dis- 
tractibility, or withdrawal. The DDT scores, DAP Size scores, number of 
responses to the Rorschach, and number of words on the TAT showed no im- 
provement. These results appear to indicate neither improvement in the patient's 
perceptual-motor control (which is assumed to reflect inner control over the 
expression of impulsive and dissociative tendencies) nor increase in the produc- 
tivity of the patients on tasks involving complex perceptual and cognitive processes. 


Discussion 

In general, the experimental group showed a decrease in behavior related to 
depression, motor disturbance, withdrawal, and conceptual disorganization, ye 
no change in behavior related to aggressiveness, negativism, activity level, 
perceptual distortion. The psychological tests reflect a decrease in factors im- 
pairing intellectual efficiency such as confusion, distractibility or withdrawal, but 
show no appreci: able change i in productivity or control over dissociative tendencies. 
The area of greatest ch: ange appears to be that of increased sociability and a reduc- 
tion in the secondary symptoms of the schizophrenic illness but no appreciable 
change in more primary symptoms. 


Psychological Testing 

The intelligence test results appeared to be more closely related to improve- 
ment on measures of behavior such as the MSRPP-MI and MSBS than other tests. 
Co- oper rativeness on this kind of test was found to be highly related to these mea- 
sures of psychopathology (P<.001). In other words, unco- -operative patients were 
consistently rated as showing more severe sy mptoms of deterioration than those 
patients w ho co- operated. This is an interesting finding in light of the argument 
that standard psychological procedures are not useful in this area because some 
patients are untestable. The fact that a patient is untestable would appear to be 
a very useful piece of information, concerning the degree of pathology, which is 
quickly and objectively assessible. 


Another point worth mentioning is that the Minimal Social Behavior Scale is 
useful in assessing the responsiveness of severely regressed patients, but the ceiling 
of the scale is too low to measure changes ove rthe range encountered in this study. 
Modification of this procedure to include more difficult items would greatly 
increase its usefulness. This general approach of directly sampling habit patterns 
basic to social interaction has both the qualities of objectivity and simplicity to 
recommend it. It is a means of directly assessing the presence or absence of 
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behavior closely related to degree of psychopathology. An expansion and elabor- 
ation of this approach certainly warrants further study. 


Summary 


A controlled study, investigating the effects of an activity treatment program 
on the behavior of 18 severely regressed schizophrenic patients, indicated that a 
one-year program produced definite changes toward improved hospital adjustment 
and a reduction in symptoms of severe pathology. Psychological test results 
indicate that the changes were fairly superficial, little inroad being made on the 
schizophrenic process itself. 

Standard psychological procedures are limited in usefulness as some patients 
are unwilling or unable to co- operate. However, a highly suggestive relationship 
was found between co- operativeness and other measures of pathology. 
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Résumé 

Chez 18 schizophrénes trés régressés, un programme d’activités thérapeutiques 
fut institué pour évaluer les modifications possibles. On procéda a une évaluation 
objective des résultats de ce programme durant un an a l’aide des tests suivants: 
échelle de gradation de comportement, entrevue standard et une batterie de tests 
psychologiques usuels, aptes a identifier une large variété de comportements. Un 
groupe temoin fut réuni pour apprécier les changements dus a la répétition du test 
et amelioration possible par d’autres facteurs. 

Des améliorations significatives furent notées: par l’échelle de gradation de 
comportement, l’entrevue standard, le Wechsler-Bellevue abrégé (échelle d’intel- 
ligence) et le dessin d’une personne. Ceci reflete une réponse sociale accrue et 
une diminution du retrait, de la dépression, de l’agitation motrice et de la désor- 
ganisation conceptuelle. L’efficacité intellectuelle augmentée semble résulter de 
la diminution de la confusion, de la distraction et de l'isolement. On n’a pu trouver 
de modification quant a lagressivité, au négativisme, au niveau d’activités et aux 
distorsions des perceptions. Les scores des tests évaluant la production et le 
controle idéomoteur ne montraient aucun changement. 

On interprete ces résultats comme une indication que l'adaptation a l’hopital 
est meilleure et qu'il y a une diminution des symptomes secondaires de la maladie, 
mais peu de changement dans le processus schizophrénique de base. Des 18 
patients traités, tous, sauf 4, ont montré un meilleur comportement et chez quel- 
ques-uns de fagon fort dramatique. 


Si les procédures psy chologiques usuelles ont des limitations définies pour 
évaluer les modifications a ce niveau grave de psy chopathologie, il reste que les 
résultats obtenus suggerent que approche de base doit étre un dév eloppement de 
échelle de comportement social minimum. 
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EXPERIMENTATION WITH AN OBJECTIVE TEST BATTERY 
(Preliminary Report) 


P. O. O’Retty, M.B., B.Ch.' and K. Harrison, Ph.D.* 


In recent years the authors have been concerned with the development of 
diagnostic test measures. With this view in mind the Objective Rorschach® and 
Multiple Choice Word-Picture Association Test* were devised. The Objective 
Rorschach offered an extremely promising method of differentiating normals, 
neurotics and psychotics. The Multiple Choice Word-Picture Association Test 
was found to discriminate significantly between normal and neurotic groups. 
In order to increase differentiation within the psychotic group two objective tests, 


the Gorham’s Proverbs Test'-** and the Pfister. Colored Py ramid Test*® appeared 
suitable for this purpose. Our experimentation with chese tests have already been 
reported on**", In view of the interesting results obtained by these tests our 


Objective Test Battery was set up and consisted of the followi ing tests. 
(i) Wechsler-Bellevue Intelligence Scale (4 verbal and 4 performance 
sub-tests ). 
(ii) Gorham Proverbs Test. 
(iii) Objective Rorschach Test. 
(iv) Multiple Choice Word-Picture Association Test. 
(v) Pfister Colored Pyramid Test. 


Purpose 
Lhe experimentation aims at devising a battery of tests capable of discrimi- 
nating successfully on objective scores and criteria various groups of normals, 
neurotics and psychotics. 


Objective Criteria 

Wechsler-Bellevue Intelligence Scale. Subtests used were the comprehen- 
sion, digit span, similarities, vocabulary, picture arrangement, picture completion, 
block design and digit symbol subtests. As an indication of personality integra- 
tion, the ratio of verbal to performance I.Q.’s were compared, also the performance 
scatter index was analyzed. 

Gorham fei Test. The multiple choice form of this test was used. 
Gorham uses an Abstract score only for differentiating at the lowest level of 
intelligence. = our study the Concrete score is also employ ed at this level. 

Objective Rorschach Test. In this test a score of 37 was taken as the cutting 
point for the psychotic range*. The hostility content of the Objective Rorschach 
was also utilized. 

Multiple Choice Word-Picture Association Test. (A) From an examination 
of the responses of the total group of 79 testees Common responses (i.e. appearing 
in at least 40 per cent of the scripts) were regarded as Positive (P) indicators and 
assigned a score of +1. Uncommon responses were regarded as Negative (N) 
indicators and assigned a score of —1. “Different” responses were classified as 
Positive (score +1), Neutral (score 0) or Negative (score —1). “Blank” 
responses to the words STREET, DARK, BODY, MOTHER, GUN were 
— a weighted score of —3 because of their apparent high discriminatory 
power from an examination of the scripts). The stimulus words were classified 
into ; categories (i) Familial (MOTHER, BROTHER, SISTER, FATHER, 
HOME), (ii) Social (STREET, WORK, MOVIES, GANG, PLAY), (iii) 


1Director, Psychiatric Dept., Moose Jaw Union Hospital, Moose Jaw, Saskatchewan. 
2Assistant Superintendent, Moose Jaw Training School, Moose Jaw, Saskatchewan, Canada. 
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Anxiety-Prone (DARK, BODY, ARM, HIT, GUN), and Provisional Norms were 
set up both in these three fields and on the total P-N scores. (B) Picture-theme 
scores and (C) Average reaction time were also calculated. 

Pfister Colored Pyramid Test. In this test the criterion Destroyed/Not 
Destroyed only was used, i.e., the use of a white color in the pattern has been 
considered diagnostic of schizophrenia. 


Subjects 

The Objective Test Battery was administered to 67 consecutive admissions 

the Saskatchewan Hospital, North Battleford. Diagnosis was made by the 
ali iical staff of the hospital in conference. The research staff were unaware of 
the clinical diagnosis given on any case until testing was completed. The group 
consisted of twelve normals, eleven psychoneurotics, thirty schizophrenics, SIX 
pathological personalities, six chronic alcoholics and fourteen other psychotics. 
Specific: ally, the other psychotic subgroup consisted of six manic depressives, one 
hypomanic, four involutional melancholia, one alcoholic psychosis, one epilepsy 
with psychosis and one psy chosis secondary to cerebral emboli. For the purpose 
of this paper the group of six pathologic: al personalities are designated as the group 
“others”. Normals consisted of twelve nursing students. 


Administration 
Che battery was administered individually and takes 2-2} hours to complete. 


Results of Experimentation with an Objective Test Battery 
Seventy-nine persons (43 M, 36 F) were tested, whose ages range from 19 to 
66 years, with an average age of 34 years. 


1. Wechsler-Bellevue Intelligence Scale, Form 1 

(a) The intellectual level of the subjects 

The general intellectual level of the Normals and Chronic Alcoholics was 
much higher than that of the other groups. The differences between the means 
of the Full Scale 1.Q.’s of these other groups of patients were not statistically 
nificant. 


Oo 
o 


PAaBLe 1: SHOWING THE DISTRIBUTION OF THE INTELLIGENCE QUOTIENTS OF THE VARIOUS GROUPS 
Wer hsler- 
Bellevue Full Schizo- Other Chronic All 
Seale 1.Q. Normals | Neurotics | phrenics | Psychotics; Alcoholics | Others | Patients 
120 and above 7 1 1 3 1 6 
110 — 119 4 1 5 5 2 13 
100 — 109 1 5 6 1 1 13 
90 99 3 5 2 10 
sO) 89 3 9 1 1 14 
70 79 1 5 2 2 10 
Be Ww 70 1 1 
N 12 11 30 14 6 6 67 
Mean 121.25 98.8 94.2 98.4 114.8 89.8 97.3 


(b) Personality integration 

(i) Ratio of Verbal to Performance Test Results 

Our clinical experience suggested that patients with high verbal scores and 
lower performance scores tended to show more deterioration of personality than 
those whose performance scores were higher than verbal. 
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Although a greater percentage of the Chronic Alcoholics and the Schizo- 
phrenics tended to have their verbal scores higher or equal to their performance 
scores than the Normals and Neurotics statistical tests (chi-squared) indicated 
that these differences were not significant (Table 2). 


TABLE 2: SHOWING THE VERBAL/PERFORMANCE RATIO OF THE DIFFERENT GROUPS 


Schizo- Other Chronic 

Normals  Neurotics | phrenics  Psychotics | Alcoholics Others 

‘ ( ( ( ( ‘ 

tf f tf t ( 
¥>F 6 50 6 55 17 59 5 36 6 100 3 50 
\ P 0 0 0 0 2 7 1 7 0 0 0 0 
\ P 6 50 5 45 10 34 & 57 0 0 3 50 
l il 1? 100 11 100 29 100 14 100 6 100 6 100 


(ii) Performance scatter index 

It was considered that a lack of “scatter” might be a manifestation of the level 
of personality integration or “ego strength”. For each Wechsler record the av erage 
subtest deviation from the individual’s “performance mean was calculated and this 
was divided by the performance mean to secure a scatter index. 

[he mean index score increases gradually from the Normal to the Neurotic 
and to the Psychotic and other groups of patients, and with a cutting es at 
.60 and .80 the Normals are differentiated from the patients at the 05 and . 
levels. (Chi-squared 4.878 and 3.491 respectively ‘. 

[he results suggest that while the performance scatter index may not in itself 
be fine enough to discriminate between the various categories of patients it is 
useful as a measure of personality integration. 


TABLE 3 
PABLE 3: SHOWING THE PREFORMANCE SCATTER INDICES OF THE DIFFERENT GROUPS 
Performance Schizo- Other Chronic All 
Scatter Index Normals | Neurotics  phrenics | Psvchotics Alcoholics Others Patients 
1.6 1 above 4 | 1 6 
1.4 1.5 2 1 3 
tua 1.3 2 1 3 | 7 
1.0 1.1 2 1 5 2 1 9 
s i) 5 1 Yy 1 9 
6 7 3 5 6 3 2 2 18 
1 5 4 ) } 3 9 
) 3 ) 1 3 1 1 6 
0 1 1 
N 12 11 30 14 6 6 67 
Nea 0.54 0.75 0.89 0.92 0.89 C.95 0.88 


2. Gorham’s Proverbs Test 

Gorham established cutting points and norms for use with the Proverbs Test 
based on intelligence groups arranged according to scores on the Word Knowledge 
test of the A. F. Airman Classification Battery. Such treatment of the data was 
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necessitated by the high correlation between intellectual level and performance on 
the Proverbs Test. 

These cutting points have been applied to intellectual levels on the Wechsler- 
Bellevue Intelligence Scale, Form 1 comparable to Gorham’s on the Word 
Knowledge test and roughly equivalent to the upper quartile, middle half and 
lower quartile in a distribution of normal subjects, and their usefulness for diagnos- 
tic purposes has been examined. The scores of 12 Normals, of whom all are of 
high intelligence, are also shown for comparison. 

It is seen from the table (Table 4+) that although the use of these cutting 
points places correctly in the Normal range 10 of the 12 Normals (83.3 per cent) 
it shows poor discrimination with the psychiatric subgroups, as it places also in 
the Normal range 17 of the 30 schizophrenics (57 per cent), 6 of the 14 Other 
Psychotics (43 per cent), 7 of the 11 Neurotics (64 per cent). Product Moment 
correlations were calculated for both the Proverbs Abstract and Concrete scores 
with each other and with various Wechsler-Bellevue Intelligence test assessments. 

The high negative correlation between the Abstract and Concrete scores 
supports Gorham’s contention that his test measures two Opposite aspects of the 
same intellectual process (Table 5). His finding that Abstract scores on the test 
correlate highly and positively with Vocabulary also is supported (Table 6). 

Rank Difference correlations were calculated between the Abstract scores 
and the Verbal and Performance scatter indices and other Wechsler-Bellevue 
assessments. (Table 6). All subgroups show a high positive correlation between 
their Abstract scores and scores on the various verbal tests, but the rather lower 
correlation of the Schizophrenics with Comprehension may be noted. 


PaBLe 4: SHOWING THE APPLICATION OF GORHAM’'S CUTTING POINTS TO THI 
SCORES OF VARIOUS SUBGROUPS 


Schizo- Other Chron 
Normals | Neurotics | phrenics | Psychotics Alcoholics) Others 


High Intelligence 
(W.K.: 7-9 stanines 
(W-B: 1.Q. 111 and over 


Ab > 26 and Co < 2 10 1 2 1 
Ab < 26 and/or Co > 2 2 1 3 3 3 1 


Middle Intelligence 
(W.IX.: 4,5,6, stanines 
(\W-B: 1.0. 91-110 


Ab > 15 and Co <4 4 5 4 2 1 
Ab < 15 and/or Co > 4 1 4 } 1 


Low Intelligence 
(W.K.: 1-3 stanines 
(W-B: I O 90 and below 


~ 


Ab > 1 10 
Ab <1 


Nm bo 
Nm bh 
-> 


Combined Subgroups 


’redicted Classification 
Normal range 10 7 1 
Schizophrenic range 2 4 13 8 3 3 
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TABLE 5: SHOWING THE INTERCORRELATIONS OF PROVERBS ABSTRACT AND CONCRETI 
SCORES WITH VARIOUS WECHSLER-BELLEVUE TEST ASSESSMENTS 

Proverbs W-B W-B W-B 
Concrete | Full Scale| Verbal | Performance | Compre- | Similar- Vocabu- 
Scors 1.0. 1.Q. 1.Q. hension ities lary 
Proverbs 
Abstract 716** .688** .540** 462°" .582** ae" .730** 
Sx ore 
Proverbs 
Concrete 222 ale — .293* — .470** -.444**| —4,82** 
S\ ore 
*These correlations are significant at the 5% level. 
** These correlations are significant at the 1°) level 


\lso of interest are the negative correlations between the Verbal and Per- 
formance scatter indices and the Abstract scores. The more integrated patients 
showing more even patterns on the Wechsler-Bellevue scale tend to have higher 
Abstract scores on the Gorham Proverbs test. 

The results suggest that the test is capable of measuring impairment in Verbal 
conceptualization, although not with sufficient precision for its use as a sole 
objective method of differentiating schizophrenics from other categories of mental 
hospital patients. 


>. Objective Rorschach 

(a) Total Scores 

The existing cutting point of 37, places 2 normals, 8 neurotics, 24 schizo- 
phrenics, 11 other psychotics, 2 alcoholics and 3 others in the psychotic range. 
It is to be noted however that these eight neurotic subjects had depression super- 


imposed on their neurosis. 


(b) The Hostility Content of the Objective Rorschach 

Ben C. Finney hypothesized that information about an individual’s impulse 
control and his level of hostility could be obtained from an analysis of his responses 
to the Rorschach test, and carried out a study to test his hy pothesis. For the 
purpose of this study he devised a procedure for 1 rating the presence and ty pe of 
destructive activity, implicit or explicit in an individual ‘Rorschach response. This 
procedure is c: alled the “Palo Alto Aggressive Content Scale". 


PABLE 6: SHOWING RANK DIFFERENCE CORRELATIONS OF SUBGROUPS’ 
\BSTRACT SCORES AND Various W-B Test ScorRES 


Verbal Performance 


Vocabu- | Compre- | Similari- Scatter Scatter 
N lary hension ties Index Index 
Schizophrenics 29 .801** .486** 604** — .352** —.552** 
Other Psychotics 14 .740** = .667** — .409 — .471 
Neurotics 11 oe"? .786** 651°° .093 — .580* 
Miscellaneoust 12 . 410** .525 .439 —.161 — .054 


t Miscellaneous group is composed of six chronic alchoholics and six pathological personalities. 
*These correlations are significant at the 5% level. 
**These correlations are significant at the 1% level. 
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This scale has been applied to the answers of the Objective Rorschach test and 
ts discriminatory possibilities has been examined. 

The means of the different categories for the various subgroups are shown in 
[able 7 below. 


TABLE 7: SHOWING THE MEAN FREQUENCIES OF THE HostTILity CATEGORIES OF THI 
VARIOUS SUBGROUPS 


Normals Neurotics Schizophrenics Other Psychotics 

o// w// % w//; 

Non-Hostility 12.9 65 8.8 44 8.9 45 9 45 
\ctive Hostility 0.3 | 03 2 0.3 1 0.4 2 
Potential Hostility acd 13 3.5 18 a 12 a4 12 
Victim of Hostility 3.9 20 5 29 7.1 36 7.6 38 
Rejections 0.2 1 3 7 2 6 0.6 3 
rotals 20.0 100 20.0 100 20.0 100 20.0 100 


It is seen from the table that the ““Non-hostility” responses are more prevalent 
in the Normal than in any of the psychiatric subgroups; that the “Potential 
Hostility” responses are slightly more numerous among the Neurotics than the 
Psychotics and the “Victim of Hostility” responses preponderate among the 
Psychotics. 

A weighting scheme was devised with the purpose of increasing the differentia- 
tion between the neurotics and psychotics. The efficiency of one such scoring 
scheme is shown in Table 8. 


TABLE 8: SHOWING THE FREQUENCIES OF WEIGHTED HosTILITY SCORES OF THE 
VARIOUS SUBGROUPS 





Hostility Score Normals Neurotics Schizophrenics | Other Psychotics 

95 — 99 1 3 ) 1 
90 — 94 | Per 1 Per 3 | Per 1 Per 
85 89 r Cent Cent 3 > Cent 1 > Cent 
80 — 84 | 17 1 [ 36 5 | 60 2 | 64 
75 - 79 2) 1) + ) 4 J 
70 — 74 1 3 2 2 
65 — 69 2 Per 1 Per 5 | Per 2 | Per 
60 — 64 | 1 Cent Cent 4 | Cent 1 | Cent 
55 59 " 2 83 3 { 64 40 36 
50 — 54 | 4 | | 
Below 50 | | 

Mean 62.5 73.4 77.8 78.4 


Note: Inthe above table the following Weighted Scoring Scheme was employed. 


Non-Hostility 2 
Potential Hostility 5 
Victim of Hostility 6 
Rejections j - 


Active Hostility responses were ignored because of their extremely limited 
number. 
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4. Multiple-Choice Word-Picture Association Test 

(a) The results are shown in tables 9-12 below. 

Apart from the fact that a large proportion of Other Psychotics are given a 
high rating on total P-N scores and in the different fields of assessment the test 
shows good discrimination between the Normals and the different groups of 


patients. 


TABLE 9: SHOWING THE FREQUENCIES OF THE DIFFERENT GROUPS ON THE TOTAL P-N Scort 


Schizo- Other Chronic 
P-N Normals | Neurotics | phrenics |Psychotics| Alcoholics | Others 
Rating Total Score N 12)|} (N = 11) |(N = 30)!) (N = 14) (N =6) (N = 6) 
+ 7 and above 9 1 1 5 1 1 
0 1 to 6 3 6 } 3 1 1 
0 and below 0 4 25 6 } 4 
Mean +8.1 +-0.55 5.2 +1.79 1.33 +0.17 


PasLte 10: SHOWING THE P-N ScoRE FREQUENCIES OF THE DIFFERENT GROUPS ON THI 
FAMILIAL worps 


Schizo- Other Chronic 
P-N Normals Neurotics | phrenics | Psychotics| Alcoholics | Others 
Rating otal Score (N 12)\ (N 11 (N 30); (N = 14) (N 6 (N = 6) 
t 3 and above 38 } 6 4 | 2 
0 1 to 2 } } 3 5 2 0 
0 and below 0 3 21 5 3 4 
Meat 12.75 L(). 82 1.1 +1.36 10.67 10.33 


TABLE 11: SHOWING THE P-N Score FREQUENCIES OF THE DIFFERENT GROUPS ON THI 
SOCIAL Worps 


Schizo- Other Chronic 
Normals | Neurotics | phrenics | Psychotics | Alcoholics! Others 
Rating P-N Score N 12 (N 11) |}(N = 30)| (N = 14) (N 6) (N =6 
+ 3 and above & 3 2 5 0 2 
0 lto2 4 3 9 3 4 1 
0 and below 0 5 19 6 2 3 
Mean +3.0 +-(). O09 —1.3 +0.29 0.33 +().17 
PasLe 12: SHOWING THE P-N ScoRE FREQUENCIES OF THE DIFFERENT GROUPS ON 
\NXIETY-PRONE Worps 
Schizo- Other Chronic 
Normals | Neurotics | phrenics | Psychotics | Alcoholics Others 
Rating P-N Score (N 12 (N 11) |((N = 30)| (N = 14) (N = 6) (N = 6) 
T 3 ind ibove Pa) 2 3 5 2 2 
0 1 to? 1 } 4 3 0 i) 
0 and below 3 5 23 7 } 4 


Mean +2.67 0.27 —2.90 —0.29 —1.50 0.33 
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With a cutting-point at 7 on the Total P-N score the test misplaces 3 of the 
12 Normals, and 9 of the 67 patients, of whom 5 are in the Other Psychotics group, 
i.e., the test places correctly 67 (84 per cent) of all the subjects. With a cutting- 
point at 3 in the different fields the test places correctly 58 (73 per cent) in the 
Familial, 63 (79 per cent) in the Social, and 59 (74 per cent) in the Anxiety -Prone 
field. 

(b) Picture-Theme Scores 

The themes of the pictures in the test are classified into five categories viz. 
Normal, Aggression, Narcissism-Exhibitionism, Anxiety and Depression. 

The P-N scores in each of these categories have been calculated for each of 
the different groups (Table 13) 

The different groups have also been ranked according to their P-N scores on 
the various picture themes (Table 14). 

A number of points of interest arise from the tables. 
(1) Schizophrenics and Chronic Alcoholics chose Normal picture themes less 

frequently than the other groups. (Table 13). 
(ii) All groups of patients had much lower P-N scores than the Normals and 

others on the aggression theme. (Table 13). 


TABLE 13: SHOWING TH! M&rAN P-N ScorReES FOR THE PICTURE THFMES OI 
rHE DIFFERENT GROUPS 


Schizo- Other Chron 

Picture Normals Neurotics phrenics Psychotics \icoholices Others 

Themes (N 1? N 11) (N 30 (N 14 (N = 6 (N 6 
Normal 6.1 6.0 3.3 5.4 3.8 3.2 
\geression 1.0 0.0 0.4 0.1 0.2 0.7 
Narc.-Exhib. 1.6 0.1 0.9 0.2 —1.3 0.7 
Anxiety 1.0 3.3 > 2 0.9 2.3 1.3 
Depression 0.6 2.1 5.2 2.6 0.2? 3.0 
“Blank” 0.2 0.2 0.6 0 0.3 0.5 
“Different” 1.0 0.3 ‘2 0.4 1.0 0.3 


PABLE 14: SHOWING THE RANKINGS OF THE DIFFERENT GROUPS ON THEIR P-N SCORES 
IN THE VARIOUS PICTURE THEMES 


Picture Themes 


Narcissism- 
Ranking Normal \geression Exhibitionism Anxiety Depression 
1 Normals Normals Normals Other Chronic 
Psvchotics \lcoholics 
2 Neurotics Others Neurotics Normals Normals 
3 Other Other Other Others Neurotics 
Psvchotics Psychotics 
4 Other Neurotics Others Schizo- Other 
Psvchotics Phrenics Psvchotics 
5 Chronic Chron Schizo- Chronic Others 
\lcoholics \lcoholics phrenics \lcoholics 
6 Schizo- Schizo- Chronic Neurotics Schizo- 


phrenics phrenics Alcoholics phrenics 
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(iii) The Neurotics and Other Psychotics show much lower P-N scores than the 
other groups of patients on Narcissism-Exhibitionism. (Table 13). 

(iv) The Neurotics are ranked lowest on the Anxiety score with the Chronic 
alcoholics and Schizophrenics next in order. (Table 14). 

(v) The Schizophrenics are ranked lowest on the Depression score while the 
Chronic Alcoholics are ranked top. (Table 14). 

(vi) The Normals are never ranked lower than second on any of the theme scores, 
while the Schizophrenics only once ascend from the lowest or next to the 
lowest position. (Table 14). 


(c) Average Reaction Time 

The average reaction time between the giving of the stimulus word and the 
indication of the picture chosen was calculated for each of the subjects. The 
frequencies for the different groups are shown in Table 15 below. 

In general the Schizophrenics were much slower in reaction time than the 
other groups, although they varied considerably, the quickest being 3.3 seconds, 
and the slowest showi ing an average time of 84.3 seconds. 


The Chronic Alcoholics with one exception (5.7 secs.) were quick, varying 
from 2.1 to 3.5 seconds. 


[he Normals and Neurotics varied in reaction time but the great majority 
of them (83 and 91 per cent respectively) were below the arbitrary line of extreme 
slowness which was fixed at 6 seconds. 


PaBLe 15: SHOWING THE FREQUENCIES OF THE AVERAGE REACTION TIMES OF THI 
DIFFERENT GROUPS 


\verage Schizo- Other Chronic 
Reaction Time Normals Neurotics phrenics Psychotics | Alcoholics Others 
in Seconds (N 12 (N = 11 (N = 30) | (N = 14) (N = 6) (N = 6) 

7.5 and over 14 3 1 
7.0 — 7.4 1 2 1 1 
6.5 6.9 1 
6.0 — 6.4 1 2 
.s. 5.9 4 1 1 
5.0 5.4 3 1 2 
4.5 1.9 3 2 1 
+.0 4.4 1 6 4 1 
3.5 3.9 1 1 1 1 1 
3.0 ~ 3.4 ' 1 1 2 1 1 
2.5 - 2.9 1 1 
2.0 - 2.4 2 2 2 1 
is 1.9 1 1 


5. Pfister Colored Pyramid Test 

In the present results the criterion “Destroyed/Not Destroyed” (i.e. the 
insertion of White in the pattern as a diagnostic sign of schizophrenia) has only 
been examined. 


On the present results the test shows poor discrimination as a sole indicator 
of schizophrenia. It places 50 per cent of the Schizophrenics correctly, but mis- 
places 46 per cent of the Neurotics and 67 per cent of the Others (all classified as 
Immature Personalities). 
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TABLE 16: SHOWING THE INCIDENCE OF DESTROYED PATTERNS AMONG THE DIFFERENT GROUPS 


Schizo- Other Chronics 
Normals | Neurotics phrenics Psychotics | Alcoholics | Others 
Destroved 1 5 15 3 0 4 
Not Destrovec 10 6 15 11 6 2 
lotals 11 11 30 14 6 6 


Note: 11 Normal results only are available on this test as one was considered 
to be invalid. 


6. Diagnostic Criteria 

On the results of the various tests of the battery a number of diagnostic criteria 
have been selected and their predictive value examined. 

The criteria chosen are as follows: 

(i) W-B Weighted Verbal Score higher than Performance Weighted Score. 
(ii) W-B Performance Scatter Ratio 80 and above. 

(iii) Gorham’s Proverbs Test—Schizophrenic range. 

(iv) Objective Rorschach. Psychotic range. Score 37 and above. 

(v) Objective Rorschach Hostility score 75 and above. 

(vi) Multiple-Choice Word-Picture test. Familial. P-N rating. 

(vii) Maultiple-Choice Word-Picture test. Social. P-N rating. 

(viii) Multiple-Choice Word-Picture test. Anxiety-Prone. P-N rating. 

(ix) Multiple-Choice Word-Picture test. Average reaction time 6 sec. or more. 
x) Pfister Colored Pyramid test—Destroyed. 

By assigning a score of 1 to each of these criteria and summing, a good dis- 
crimination is obtained between the various groups. Differences between the 
mean criteria scores are statistically significant at the .01 level with the exception 
of those of the Other Psychotics from both Schizophrenics and Neurotics 
(Table 17). 


TABLE 17: SHOWING THE COMPARISON OF MEAN CRITERIA SCORES OF THE DIFFERENT GROUPS 


Groups D t x 
Normals v Neurotics 2.3 5.75 <.001 
Normals v Schizophrenics 4.0 7.05 <.001 
Normals v Other Psvchotics 2.4 3.35 <.01 
Neurotics v Schizophrenics 1.7 2.91 <.01 
Neurotics v Other Psychotics 0.1 
Schizophrenics v Other Psychotics 1.6 2.58 <.02 


Table 18 illustrates the results obtained by the application of the adjustment 
index. 


TABLE 18: SHOWING THE FREQUENCIES OF DIFFERENT GROUPS ON THE PROVISIONAL 
ADJUSTMENT INDEX 


\djustment Criteria Normals | Neurotics Schizophrenics Other Psychotics 
Index Scores (N = 12)| (N = 11) (N = 30) (N = 14) 

1 0-10 2 

2 7-8 1 8 1 

3 5-6 1 10 4 

4 3-4 2 8 9 6 

5 0-2 10 1 1 3 
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Summary 

An Objective Test Battery composed of five objective tests was administered 
to seventy-nine testees. These seventy-nine testees consisted of twelve normal 
subjects and sixty-seven consecutive admissions to the Saskatchewan Hospital, 
North Battleford. On the results of the various tests a number of diagnostic 
criteria were selected and their predictive value examined. Differences between 
the mean criteria scores of the three groups, Normal, Neurotic and Schizophrenic 
were statistically significant at the .01 level. Differences between the mean 
criteria scores of the Other Psychotic group were not signific: antly differentiated 
from both Schizophrenics and Neurotics. 
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Résumé 

Ces derniéres années les auteurs se sont intédessés a l’élaboration des tests 
objectifs de diagnostic. A la suite de leur recherches, cing tests objectifs ont été 
choisis et administrés a soixante-dix-neuf personnes, dont douze sujets normaux et 
soixante-sept admissions consécutives a l’hopital provincial de North-Battleford. 
Les résultats permirent de détacher un certain nombre de critéres et d’en évaluer 
la valeur prédictive. 

La mesure des divers critéres établit des différences entre les moyennes (mean 
scores) pour les groupes des personnes normales, des névrotiques et des psycho- 
tiques qui sont significatives au centi¢me. 

Pour ce qui est des autres psychoses, les variations dans les moyennes des 
critéres ne permettent pas de les distinguer des schizophrénes et des névrotiques. 


CD 
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A PRELIMINARY REPORT ON A NEW TRANQUILIZER 
THIORIDAZINE** 


M. Tursk1, M.D.* 


The family of tranquillizing drugs was lately enriched by a new phenothiazine 
derivative, MELLARIL. It is a 2-methylmercapto-10- \2-(N- methyl-2-piperidy]) 
ethyl|-phenothiazine hydrochloride. 

The purpose of this preliminary study was to find out how far Mellaril could 
compare in clinical effectiveness and the occurrence of side-effects with other, 
already well established neuroleptics, such as Largactil of the promazine model 
group and Pacatal of the piperdine group. 


Experimental Group 

For this preliminary study ten male, hospitalized, chronic patients were 
selected. All of them had a long history of mental disturbances, from 8 to 18 
years duration, many previous hospitalizations with various kinds of treatments. 
‘Their age ranged from 36 to 56. In selecting the patients the diagnosis was not 
considered as important as the symptoms that “could be influenced by the medica- 
tion. Seven were chronic schizophrenics, of whom one was lobotomized. One 
patient presented an organic brain syndrome. One was a character disorder, and 
one was a case of manic- depressive psychosis who quite recently haa gone into 
one of his frequent manic phases. They were all on Largactil or/and Pacatal 
medication, six of them for a period of, at least, six months. In all cases Largactil 
and Pacatal was substituted by equal doses of Mellaril. Five of our patients in 
addition to Largactil and/or Pacatal were also on other medication, such as 
promazine hydrochloride, meprobamate and in one case on anticonvulsants. These 
drugs were continued while the patients were on Mellaril. By substituting 
Mellaril for Largactil and/or Pacatal in the same doses we felt that we could 
compare its potency with that of the substituted drugs. 

The symptoms on w hich our attention was focused during the ten w eeks of 
experimental trial with Mellaril were: anxiety and tension; excitement and elation; 
sociability; spontaneity; mood; ener gy output and level of interest; control over 
impulses ‘and aggressive expressions; ‘degree to which patients were influenced by 
their delusions or hallucinations. 


Technique 


During the study period daily T.P.R. records were kept for the first week. 

Blood pressure readings were recorded daily for three weeks and then at 
weekly intervals. 

W.B. counts were performed W eekly, and whenever they deviated from the 
normal range differential counts were made. 

There was no change in the patients’ usual activities and daily routine. 


Results 
The results obtained in individual cases were as follows: 
Case 1. A case of manic-depressive psychosis, manic, age 56. 
Past history: Many previous, predominantly manic episodes. 
Present condition: A recent onset of a manic phase, sixteen days ago. 
Previous medication: Largactil 600 mg. and Pacatal 300 mg. daily for the past 
twelve days. For the last week the manic symptoms remained already under 
*°QOn the market under the trade name of Mellaril, product of Sandoz Pharmaceuticals. Thanks are 


extended to Sandoz Pharmaceuticals for a generous supply of Mellaril for experimental purposes. 
*From Ste. Anne’s Veterans Hospital, Ste. Anne de Bellevue, Que. 
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pharmacological control, except for some flight of ideas and interrupte« 
night sleep. Patient felt drowsy, his speech was slurred. 

On Mellaril: 900 mg. daily. After four doses, slept through the night and a great 
deal during the day. He fell asleep while drinking or playing cards. The 
dose of Mellaril was reduced to 600 mg. ‘daily. Five days later no manic 
Sy mptoms were present, sleep was regular, speech not slurred. The patient 
felt less ‘ ‘dopy” than on his previous medication. Transferred to a more 
active ward, he resumed all routine activities. In the eighth week, the dose 
could be reduced to 300 mg. daily, as the patient tended to become less active 
and sociable. Three days later Mellaril could be entirely discontinued. 

Case 2. A par: anoid schizophrenic, age 36. 

Past history: Persecutory ideas since 1950 w ith assaultive behaviour. 

Present symptoms: Cautious, distant, non-committal, asocial. 

Previous medication: Largactil 300 mg. and Pacatal 300 mg. daily. 

On Mellaril: Maintained his improv ement, felt less tired, appeared more sociable 
and somew hat nye spontaneous. 

Case 3. \ paranoid schizophrenia, age 38. 

Past history: Duration of mental illness of eighteen years. Transorbital and pre- 
frontal lobotomy. 

Present symptoms: Subject to auditory hallucinations and delusional thinking, pre- 
occupied, cautious, somewhat restless, occasionally irritable. Outstanding 
symptoms were anxiety with somatic projection (fear of cancer, vomiting 
when under tension). 

Previous medication: Largactil 300 mg., Sparine 450 mg., Equanil 1200 mg. daily. 

On Mellaril: Maintained his improvement, felt “less sleepy and stomach was less 
upset’, became however more anxious and restless, than while on Largactil. 

Case 4. <A catatonic schizophrenic, age 40. 

Past history: Duration of mental illness of fifteen years. 

Present symptoms: Acting under impulse, periods of excitement, silly behaviour. 

Previous medication: L argactil 450 mg., Pacatal 150 mg. daily. 

On Mellaril: Maintained his lev el, no excitement during the experimental period, 
felt more comfortable, dryness of mouth disappeared. 

Case 5. A case of a chronic brain syndrome associated with a convul- 
sive disorder, age 51. 

Past history: Grand mal and petit mal seizures, clouded states with visual, auditory 
hallucinations and violent behaviour. Inactive neurosy philis, old skull 
fracture. ‘ 

Present symptoms: Epileptic manifestations were controlled by anticonvulsants. 
At times irritable, sullen, moody. 

Previous medication: Largactil 225 mg., Pacatal 75 mg. daily, in addition to anti- 
convulsants. ; 

On Mellaril: Subjectively no change. Objectively more pleasant, less demanding. 
After six weeks the dose of Mellaril was reduced to 150 mg. daily, this mainly 
because he started dozing off during the day. 

Case 6. A personality disorder of the passive-aggressive type, age 51. 

Past history: Long history of alcoholic addiction, unreliability, psychosomatic 
complaints. Also a post-gastrectomy syndrome. 

Present symptoms: Fidgety, “restless, tense, anxious, unreliable, at times over- 
compensating his feelings of insecurity by disinhibited behaviour, poor sleep, 
psychogenic somatic complaints. 


Previous medication: Largactil 150 mg., Sparine 300 mg., Equanil 1200 mg. daily. 
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On Mellaril: Felt less heavy, more happy, started gaining weight, appeared more 
pleasant and somewhz it less tense, remained restless, anxious, needed hypnotics 
at night, continued with somatic complaints. 

Case 7. A paranoid schizophrenic, age 43. 

Past history: History of mental illness for, at least, eight years. 

Present sy mptoms: Auditory hallucinations of varying intensity; strange influences, 
such as electricity, radio; a host of bodily delusions; marked anxiety and 
tension; insomnia, especially when delusions and hallucinations became more 
intense. 

Previous medication: Largactil +50 mg., Equanil 1200 mg. daily. 

On Mellaril: Maintained the level reached on Largactil, except for the fact that 
anxiety and tension became more pronounced. 

Case 8. A paranoid schizophrenic, age 38. 

Past history: Duration of mental illness of thirteen years. 

Present symptoms: Anxiety with somatic projection, tension, insomnia. 

Previous medication: Largactil 150 mg., Sparine 300 mg., Equanil 1200 mg. daily. 

On Mellaril: No subjective or objective change. 

Case 9. A paranoid schizophrenic, age 38. 

Past history: At least nine years duration of mental illness. 

Present symptoms: Reserved, seclusive, preoccupied, cautious, scrutinizing, on the 
defensive, non-committal, asocial, superficially adjusted to his hospital en- 
vironment. 

Previous medication: Largactil 150 mg., Pacatal 75 mg. daily. A remote history of 
liver function impairment due to Largactil. 

On Mellaril: Intense emesis on the 4th day with a feeling of prostration and thirst. 
Laboratory examinations did not reveal any liver impairment or blood picture 
changes. Pulse rate up to 108, no change in body temperature. Mellaril was 
discontinued. Three weeks later the patient showed a worsening of his 
condition. 

Case 10. A paranoid schizophrenic, age 45. 

Past history: Duration of mental illness of thirteen years. 

Present symptoms: Periodic preoccupation with religious matters, depressive ideas 
of sin and guilt, penance by exhausting work, delusional ideas revolving around 
hell and devil. 

Previous medication: Largactil 75 mg., Pacatal 75 mg. daily, E.C.T. when de- 
pressed. 

On Mellaril: No change during the first six weeks. Then Mellaril was discon- 
tinued because of an infectious acute enteritis. Three weeks later a relapse 
could be noticed. 

Clinical Records 
Blood pressure readings showed in seven cases a drop on the third day of 

\ellaril administration. This could be the cumulative effect of previous medi- 

cation and Mellaril. From then on, however, in most cases it rose slightly above 

the initial level reached at the termination of Largactil and/or Pacatal adminis- 
tration. No dizziness or fainting spells resulting from orthostatic hypotension 
were observed. 

The temperature, pulse and respiration charting did not reveal any deviation 
from normal readings. 

White blood counts fluctuated between 4,600 and 14,000 but remained within 

1 narrower range, either lower or higher for individual patients. In no case was 

there a significant deviation from a normal differential count; especially, there 

was no drop in granulocytes. 
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Evaluation of Results 


1. In all cases of this study our patients maintained the level they had reached 
on Largactil and Pacatal medication. 


4 


2. The majority of the patients felt more comfortable and less tired on Mellaril. 
All of them appeared less apathetic. ‘This had a beneficial effect on their 
sociability, spontaneity and their level of activity. 


7) 


On the other hand this less pronounced cataleptic effect of Mellaril could be 

responsible for a less effective control of tension and anxiety. In three of our 

cases, where anxiety and tension were more pronounced, these sy mptoms were 
relieved less effectively by Mellaril than by their previous medication. 

4. In the case of the manic patient, his manic symptoms could be controlled by 
a dose of Mellaril 4 lower than that of his previous medication. 

5. The only toxic stent that appeared during the whole study occurred in case 
No. 9, where intense emesis occurred. Otherwise, no toxic or side-effects 
could be registered. In particular there were: 

a) no extrapyramidal symptoms; 

b) no liver involvement; 

c) no bone marrow depression; 

d) no photosensitivity; 

e) no skin rash; 

f) no orthostatic hypotension; 

@) no disturbance of visual accommodation; 

h) no pronounced dryness of the mouth; 

i) no significant deviations in temperature or pulse rate. 

6. The clinical effect of Mellaril seemed to last three to four weeks after the 
drug had been discontinued. 

Impressions 
No definite conclusions can be drawn from this study limited in number and 
restricted mostly to one type of patients. Certain impressions, however, impose 


themselves and may find confirmation in further studies. These impressions may 
be summarized as follows: 


Advantages of Mellaril medication: 


Absence of cataleptic effect; 


7) 


2. In some cases, the same effect may be obtained with lower doses of Mellaril 
than of Largactil and Pacatal; 

Lack of an antiemetic effect; because of this any toxic effect may be sig- 
nalized by vomiting; 


ws 


4. Little hypotensive effect with no signs of orthostatic hypotension; 


wa 


No significant changes in body temperature, respiration and pulse rate; 


> 


5. Absence of subjective side-effects. 


Disadvantage: 


Less effective control of anxiety and tension. 

Answering the initial questions posed in this study, we can say that Mellaril 
compares favourably with well established tranquilizers, such as Largactil and 
Pacatal in that it controls as effectively similar psychotic sy mptoms, though less 
effectively anxiety and tension, possibly in lower doses, and what is more import- 
ant, without subjective side-effects and the cataleptic effects. The lack of cata- 
leptic effects makes Mellaril a drug of choice for patients who are on an active 
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therapeutic programme and for those who are expected to work. This charac- 
teristic, along with the absence of side-effects and low toxicity, make this drug 
suitable for treatment of out-of-hospital patients. 


Summary 
A preliminary study was made on a phenothazine derivative, Thioridazine 
\ellaril). 

The purpose of the study was to see how this new drug would compare in 
clinical effectiveness and occurrence of side-effects with well known neuroleptics, 
such as Largactil and Pacatal. 

Ten chronic male patients were selected for this study. All of them had 
previously been on Largactil and/or Pacatal medication and Mellaril was substi- 
tuted for them in equal doses. 

Che impressions gained from the study were that the advantages of Mellaril 
are characterized by 
|) absence of cataleptic effect; 

2) absence of side-effects; 

3) clinical effectiveness in some cases with lower doses than those of the sub- 
stituted drugs; 

4+) no significant changes in blood pressure, temperature and pulse 1 rate; 

5) lack of anti-emetic effect, which might prevent masking of toxic symptoms. 

It was also the impression that it controlled anxiety and tension less effectively 

than the substituted drugs. It is a potent drug that compares favourably with 

Largactil and Pacatal and because of low toxicity, absence of side-effects and 

Cc ataleptic effects, it is considered a suitable drug for non- hospitalized patients and 

those hospital patients who are on an active therapeutic programme. 


Résumé 

Le but de notre étude était de constater si ce nouveau médicament quest le 
\ellaril pouvait étre comparé favorablement, au point de vue des résultats cliniques 
et de la fréquence des effets secondaires, a des ataraxiques bien connus, tels que le 
Largactil et le Pacatal. 

Nous avons choisi un groupe de dix patients chroniques males. Tous rece- 
vaient auparavant du Largactil ou du Pacatal et le Mellaril fut substitué avec des 
— égaies. 

L’impression que nous retirons de cette étude est que le Mellaril a les avantages 
suivants: 
absence d’effet cataleptique; 
absence d’effets secondaires; 
efficacité clinique dans certains cas avec des doses plus faibles que celles 
des médicaments remplacés; 
4° pas de changement notable dans la tension artérielle, la température et le 
pouls; 
absence d’effet anti-emétique, ce qui peut empécher de masquer les symp- 
tomes toxiques. 


whd— 


Ww 


Nous avons remarqué aussi que le Mellaril agissait moins bien sur l’angoisse et 
la tension que le Largactil ou le Pacatal. Tout de méme c’est un médicament actif 
qui peut étre compare favorablement aux deux autres. A cause de sa faible toxicité, 
de labsence d’effets secondaires et d’effet cataleptique, il peut étre recommandé 
pour les patients non-hospitalisés et les patients hospitalisés qui regoivent un traite- 
nent actif. 
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HYDROXYZINE HYDROCHLORIDE AND CHLORPROMAZINE 
A CLINICAL TRIAL WITH A GROUP OF “TENSE” 
PSYCHIATRIC PATIENTS 


R. Burret, M.B., Ch.B.1, I. Crancey, M.R.C.S., L.R.C.P., D.P.M.*, 
M. Rejskinp, M.D.*, ann T. E. Wecxowtcz, M.B., Ch.B., D.P.M.! 


, ly droxyzine hydrochloride is the dihydrochloride of 1( p- chlorobenzhy dry] 
~4-2-(2-hy drozy ethozy) -ethy! -diethy lendiamine or structurally: 


vi \ WA 
CH-N ¢ > N-CH»Cii> OCH, CH. OH.2HC1 


4 


It is marketed under a trade name of “Atarax”. It has been established in the 
course of labor: atory studies (2) that Hydroxyzine possesses tranquilizing proper- 
ties without being soporitic and i is, at the same time, a muscular relax: ant. Clinically 
it has been claimed that “Atarax’ (Hydroxyzine) relieves “tension”, nervous irri- 
tability, emotional stress, anguish, anxiety with or without insomnia. The best 
therapeutic results have been claimed in conditions in which nervous excitation, 
hyperemotionalism, insomnia, and increased muscular tension are prominent symp- 
toms (1,4), In short, this drug has been found to be effective in those patients, 
mostly psychoneurotic in whom “tension”, both psychic and somatic is the 
prominent symptom. 


“Largactil” (Chlorpromazine) is a well-known tranquilizer which produces 
general sedation, “relaxation”, serene feeling of detachment often accompanied by 
drowsiness. 


In this study an attempt was made to evaluate the effect of “Atarax” and the 
effect of “I argactil” in the states of “tension” 


Sample and Method 

[he subjects were drawn from the newly admitted patients into the male 
admission ward of the Saskatchewan Hospital, W eyburn, during a period of about 
one year. The procedure was as follows: if the psychiatrist in charge of the case 
(the same psychiatrist for all the subjects) decided that “tension” was a prominent 
feature in the clinical picture, the patient was included in the project. He was 
rated on a tension scale (described in the followi ing section) by three psychiatrists 
during a standard interview. (The psychiatrist who saw the patient originally 
was not one of the raters). He was — allocated to a prearranged ee order 


to group “A”, “B”, or “C”. Group “A” received “Atarax”, group * ” received 
Placebo, group “C” received <p ie The study was “double- por the 


subjects received tablets from bottles marked “A”, “B” and “C”, which were not 
decoded until the end of the project. The dose of the two drugs and the Placebo 
was the same,—50 mg. four times a day for 14 days. After 14 days the subjects 
were again rated on the tension scale during the standard interview by the same 
three raters. During the trial the subjects remained on the same ward, (the same 
ward throughout the whole project). 


1Psychiatrist, the Saskatchewan Hospital, Weyburn. 
Clinical Director, the Saskatchewan Hospital, Weyburn. 


Ex-Senior Specialist in Psychiatry, the Saskatchewan Hospital, Weyburn, now Director, Munroe Wing, 
Regina 


tResearch Psychiatrist, the Saskatchewan Hospital, Weyburn. 
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There were 36 subjects mage in the study, 12 subjects in each group. 
\ll of them were male. In group “A” there were + undifferentiated, 2 Catatonic, 
paranoid, | simple schiaatnontie. paranoid state, | acute psychotic episode, 
reactive depression, 1 phobic reaction. The mean age was 32.3 years (range 
25-53). In group “B” there were 5 undifferentiated, 1 catatonic, 3 paranoid 
schizophrenics, 1 acute schizophrenic reaction, 2 cases of manic-depressive 
psy chosis. The mean age was 31.8 years (range 17-60). 

In group “C” there were 4 paranoid, 2 undifferentiated, 1 simple, 1 pseudo- 
neurotic schizophrenic, 2 acute schizophrenic reaction, | paranoid state, | manic 
depressive psy chosis, 1 immature personality. The mean age was 34.2 years, 
range 21-46). 


Rating Scale 
Like many other psychiatric concepts, * ‘tension” is a very vague and subjective 
concept. It is used by Psy chi Atrists quite loosely without any attempt to define it. 
\ pilot study with a “tension” scale in which raters rated subjects on over-all 
“tension” (9 point scale) showed that there was little agreement between the raters 
and the reliability of the scale was very low. That was in spite of the fact that 
the three raters were psychiatrists with more or less the same training and orienta- 
tion. It was decided to devise a scale which r: ated separately various behaviourly 

external, manifestations of the so called “tension” 


A perusal of standard text books of psychiatry has indicated that most of the 
authors instruct their readers to look for manifestations of “tension” in 1) move- 
ments, 2) 


> 


posture, 3) facial expression, +) speech, and 5) signs of autonomic 
disturbance. Accordingly, a composite scale was constructed which included 
five 5 point rating scales of the aforementioned areas of behaviour and also an 
additional 5 point sc: ale. By this last scale the inner experience of the patient was 
rated on the basis of the emphatic evaluation of his feeling. The scale is repro- 
duced at the end of the paper. (See appendix). 

The standard interview was conducted by a senior nursing officer. It ran as 
follows: 

“Would you come in, Mr., or Mrs., or Miss.” 


“Please sit down.” 


“My name is . I don’t know whether you know the names of 
the doctors. . .. This is doctor This is doctor 
[his is doctor 7 

“We would like your cooperation in a research project we are carrying out 
and we would like to ask you a few questions.” 

(Pause) 


“How long have you been in the hospital?” 
“How are you feeling now?” 

“Are you feeling any better here than at home?” 
“What do you think of the hospital?” 


“Thank you, very much, for coming to see us. We shall do ev erything we 
can to help } you, and I am sure that you will get better very soon... . Cheerio 


for now. 
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The score of “tension” was the sum of the ratings on the 6 individual scales 
The three raters rated the subject at the same time during the standard interview. 
Che reliability of the scale was assessed as follows: 

The degree of inter-rater agreement was found by calculating product- 
moment correlations between scores of the three raters on 72 occasions. The 
correlations were: .57, .67 and .70. The mean correlation of the three raters 
scores was r—.65. 

The consistency of the scale was calculated by split- half, ““odd-even’’, reli- 
ability measure. In 72r atings the product moment correlation between the mean 
scores of the 3 raters on the odd and even items was r=.67._ When adjusted by 
the Spearman-Brown prophecy formula the value of the correlation became 
r—.80. 

As far as the validity is concerned the scale has only a “face validity”. In 
view of the fact that the concept of “tension” is so vague and that the ratings of 
over-all “tension” are so unreliable, establishing of validity for the scale was very 
difficult. Nevertheless, it would be advisable to validate this scale with some well- 
known anxiety rating scales such as the Taylor Manifest Anxiety Scale, since 
“tension” and “ anxiety” are clinically closely related to each other. Also this scale 
could be validated against some physiologic: al measurements which are usually 
related to the state of tension. F lectromyographic, polygraphic, P. G. R. (psy cho- 
response) E. E. G. (electro- encephalogr aph) or sedation threshold (Shagass 3) 
measurements could be used for validation purposes. 


Results 
[he mean total score of the 3 raters on the “tension” scale was used as the 
subject’s tension score. The “tension” scores before and after drug trial for the 
three groups were analyzed by analysis of covariance. The results are sum- 
marized in Table 1 and Table 2. 


PaBLe | 
Before \fter 
Group 
M S. D M Ss. D 
\tarax (“A”’ 16.3 7.0 16.3 3.4 
Placebo (““B” 16.6 3.4 15.4 2.2 
Largactil ay 15.4 9.0 13.7 2.6 
raBLe I] 
\NALYsIS OF COVARIANCE OF 3 GROUPS 
Source ol Sum of squares ol 
Variation errors of estimates d. f M.S F 
Total 259.5 34 
Within Groups 231.5 32 7.24 1.936 
n.s 


Adjusted Means 28.04 2 14.02 
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There is a tendency for the groups to score lower on the second rating (after 
the drug trial), but there is no significant difference betw een the groups.* Thus 
neither “Atarax” nor “Largactil” ‘lower significantly ‘ ‘rension’’, as measured in this 
study. 

In order to assess to the total effect of the drug apart from the specific effect on 
“tension”, the subsequent progress of the patients in the three groups have been 
followed up. The results are summarized in Table 3. 


rasLe IN 
Still in The mean duration* 
Groups Discharged Hospital of the stay in hospital 
\tarax (“A”’ 10 2 109.4 (S.D. = 61.1) 
Placebo (‘‘B”’ 9 3 164.6(S.D. = 162.9) 
irgactil (“*C”’ 11 1 102.0(S.D. = 68.5 


* 


Duration of stay in the hospital in days for those patients who have been discharged, was 
counted from the commencement of the treatment 


There is no statistically significant difference between the three groups i 
iny of the criteria used. The Placebo group stay ed on the average longer in a 
hospital, but the difference is not statistically signific: int. 

No side effects were reported. 


Discussion 

The results are negative. There was no difference in “tension” nor in the 
final outcome between the drug and the Placebo groups. It must be stressed that 
this study was concerned w ith symptomatic relief of Bape and not with the 
long term treatment. The subjects selected constituted a heterogenous group 
from the diagnostic point of view and had only the symptom of “tension” in 
common. 

\fter the trial was over the subjects in all groups received the usual treatment. 
Uherefore, the results referring to the final outcome are not very relevant as far : 
the assessment of the drugs is concerned and are included only for the sake of the 
completeness of the records. 

Several explanations could be offered for the negative results as far as “tension” 
was concerned. The rating scale could have been too crude and lacking in valid- 
ity. ‘The drugs in the doses used could have been ineffective. Another interesting 
possibility is that the concept of “tension” is too general. It could refer to a 
arey factorial variable. There may be big differences in what is called “tension” 
in different personalities and different diagnostic categories. For instance, “ten- 
sion” in a setting of schizophrenia may be a completely different syndrome from 
“tension” in a setting of anxiety neurosis, or agitated depression in spite of super- 
ficial similarities. As a result, different “tensions” could respond di:ferently to 
drug therapies. , 

In psy chiatry, as in other fields of medicine, symptomatic approach and treat- 

lent are inferior to approach and treatment directed as the specific causes of illness. 


*It could be argued that parametric statistics are not applicable in this case, because the tension ratings 

ld be interpreted as having been done on an ordinal rather than interval or ratio measurement scale. If a 

n-parametric statistical test, such as sign test is used there is diminished tension score on second rating in 
subjects of the “Largactil” group and in 6 subjects of both Placebo and “Atarax” groups. This difference 
t statistically significant. 
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FENSION SCALES 
l 2 3 4 
Still Slight move- Marked move- Movements of 

ments of hands ments of hands the arms and 
and feet, or and feet legs. 
slight tremor 

l 2 3 4 


Completely Some 


Muscular Rigidity 


relaxed muscular tension and/or 
sagging tension increased tremor 
| 2 3 4 


Relaxed 


Slow, 
nonchalant 


Normal 


Sleepy 
completely 
relaxed 


Slightly alert light or 


stereotyped 


smile 
) 3 
Smooth Under 
strain 
2 3 


Slight pallor 
or flushing 


Marked pallor 


or flushing 


Feeling alert 
“interested” 
slightly 
excited 


Feeling 
relaxed 
(‘‘couldn't 
care less"’ ) 


light with 
some grimac- 


ing 


4 


Slightl, 
interrupted by 
blocking or 
stuttering. 


4 


Quick changes 
from pallor to 
flushing and/or 
some sweating 


4 


Feeling tense 
‘‘on edge” 
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dither” 
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anxious. 
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Summary 
Atarax and Largactil were evaluated as “tension” reducing drugs. 
“Tension” rating scale was developed to measure tension. 
[he results were negative. 
Che implications of this finding are discussed. 
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THE OPEN DOOR — 1881 


About the same time, the most gross abuses having been brought to light in 
connexion with the management of the city of York asylum, William Tuke, a 
member of the Society of F ‘riends, was mainly active in instituting the York Retreat 
for the care and cure of insane members of that sect. This real asylum was 
conducted on non-restraint principles. The names of Pinel and Tuke are indis- 
solubly connected with the history of the humane treatment of the insane, and 
to their efforts must be ascribed the aw: akening not only of the public but of the 
medical profession to the true principles of management. It took, however, many 
vears before the principles laid down by these men were univers ally adopted. 
In 1815 a committee of the House of Commons brought to light many gross 
abuses in Bethlehem Hospital, and it was not till 1836 that mechanical restraint 
was entirely abolished in an English public asylum. This took place at Lincoln, 
where Dr. Gardiner Hill did away with all engines of restraint. Shortly after- 
wards Conolly adopted the same line of treatment at Hanwell, near London, and 
through the influence of his example and precept the measure extended over the 
whole of Great Britain. E xperience has shown that, as restraint of all forms is 
abandoned, the management of lunatics becomes easier. Walled-in airing-courts, 
barred windows, and strong dark rooms have almost entirely disappeared, and 
in some Scotch asylums it is found practic able to discontinue the use of lock and 
key. It has been ‘said that the type of insanity has changed within the last forty 
years; it would be more true to say that the type of treatment has changed. it 
is much less common nowadays to meet with those extremely violent forms of 
madness which entered into the descriptions of many authors. With the reduc- 
tion of restraint a higher order of supervision on the part of attendance is 
demanded, and as they are trained to rely more and more on the moral influence 
they can exercise over their charges, and less on mechanical apparatus, the patient 
is not so apt to resent control, and therefore a greater calm and contentment 
pervades the atmosphere of our asy lum wards. This has been mistaken for a 
change in the type of disease. 

Encyclopedia Britannica, Ninth Edition, Volume XII (Edinburgh, Adam and Charles Black, 


I881), pages 110-111. 


(CSD 
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Hermaphroditism: Psychology & Case Management 


Editor, Canadian Psychiatric Association Journal 
Sir: 

Cappon, Ezrin and Lynes published a paper on hermaphroditism in the 
Canadian Psychiatric Association Journal, 1959, 4:90-106. This paper needs 
examination as both a scientific and medical document. 

As the authors state in their Resumé, their primary concern was with the 
sexual identification, orientation and behavior of the “intersexed.” Yet in their 
selection of their seventeen cases for studying the psychological development of 
gender role (“psychogender’’), thirteen cases were of patients who were not 
genuine hermaphrodites and w ‘te at birth presented no abnormality of external 
body morphology. Five of them were born looking like normal females, _ 
eight were born looking like normal males. Of course they were reared ; 
females and males, respectively; and it is no surprise that they turned out to Me 
see. female and male, respectively. 


Cappon, Ezrin and Lynes make a special point of their discovery of a con- 
gruence between body morphology, rearing and ‘ ‘psychogender” in these thirteen 
patients with un: ambiguous external morphology. ‘They falsely use it as the basis 
of a gener: alization concerning hermaphrodites. “Money and the Hampsons to 
= contrary,” they write, “we advocate correcting any error in upbringing and 

1 phy siology and anatomy always in the direction of preponderant somatic 
sexuality to ‘the extent of possibility and as soon as possible.’ 


This advocacy completely begs the question. In genuine hermaphroditism, 
the difficult cases are precisely those where oa’ whole crux of the problem is that 
there is 2o preponderant somatic sexuality. Cappon, Ezrin and Lynes had no 
experience with such cases. They did not, for instance, see a patient with testicular 
feminization, who has male chromosomes, a perfect female body morphology, an 
atresic uterus and two microscopically normal testes that produce potent estrogen 
and no androgen at puberty. Likewise, they did not see so ambiguous a case as 
that of a patient who is universally regarded as a normal male with a normal penis 
and cryptorchidism, until, later in life, ovaries and Mullerian organs are discovered 
inside, the chromosomes being female, and the condition being a case of the viriliz- 
ing power adrenogenital syndrome, correctable with cortisone. 


Cappon, Ezrin and Lynes’ claim to have examined seventeen intersexed 
patients is a specious claim. Actually they saw only four genuine cases. Adult 
virilism of hyperadrenocortical origin in females is #ot an example of intersexu- 
ilitv, nor is hy pogonadism i ina male. The authors had two cases of adult female 
virilism and three cases of hypogonadism (two with and one without dysplastic 
gonads) in men with male sex-chromatin pattern. These five cases should have 
been excluded from the study, leaving only twelve. 


Even the group of tw elve should have been smaller, for the authors had the 
bad luck not to know that early in 1959 it was proved that the chromosomal consti- 
tution in Turner’s syndrome is XO and not XY; and in Klinefelter’s syndrome is 
XXY and not XX (Jacobs and Strong, 1959; Ford, Jones, Polani, Almeida and 
Briggs, 1959, Ferguson-Smith, 1960). The authors had three cases of Turner’s 
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Thus the paper of Cappon, Ezrin and Lynes is reduced to being a report on 
only four genuine hermaphrodites or intersexed patients: two congenital hyper- 
adrenocortical female pseudohermaphrodites and two male psuedohermaphrodites. 
[he other thirteen cases are those, mentioned above, who had normal body 
morphology at birth and were not, by currently acceptable standards, herma- 
phrodites or intersexed at all. Four is too smail a sample from which to prove 
any point. None of the purported findings of their paper, therefore, can be 
ee 

Cappon, Ezrin and Lynes did not have to deal with the truly puzzling examples 
of hermaphroditism. Moreover, they did not have to deal w ith any children on 
whom a reassignment of sex would, if recommended, have to be imposed by force. 
What they did deal with, and were impressed by, was an adult case of male 
pseudoherm: iphroditism, reared equivocally asa girl, without surgical feminization, 
in whom a female gender role and orientation subsequently became only equi- 
vocally established. This patient eventually requested a reassignment of sex 
which had not been proposed earlier “because the current medical. opinion, spon- 
sored by the John (sic) Hopkins Hospital group of Money, Hampson and 
Hampson, was that it was too late to reverse the sex now. 

What did Money, Hampson and Hampson actually have to say about cases 
like this? 

“In the exceptional instance of an hermaphroditic child who has privately construed 

that an error of sex assignment has been made, and who has secretly half-resolved 

on a change of sex, successful negotiation of a change may prove possible. But our 
experience has led us to believe that voluntary requests for change of sex in herma- 
phrodites belong to the teenage. Though such requests are rare, they deserve 
serious evaluation, for they are usually a culminating attempt to resolve years of 

well founded perplexity and doubt” (1955, p. 290). 

Cappon, Ezrin and Lynes did not deal with even one single newborn or 
infant or child hermaphrodite. Yet they had the presumption to say: “The final 
assignment of sex may be delay ed up to 2 years with the person brought up as non 
committally (sie) as possible. But even ‘afterwards if an error was made and is 
physically ‘correctable this should be carried out despite previous contrary rear- 
ing.” [his recommendation is unadulterated nonsense. It leads to the worst 
kind of case mismanagement. 

In psychologic research, the whole point of the phenomenon of herma- 
phroditism is that it enables one to ascertain what happens psychologically when 
there is a contradiction between a physical sexual variable and rearing. When 
there is congruity between rearing and soma, nothing will be proved except the 
obvious, namely that male babies are usually reared males and develop a male 
psychology and vice versa for females. If they were legitimately to have tested 
their hypothesis, Cappon, Ezrin and Lynes would have used a large series of cases 
showing a contradiction between rearing and somatic sexual characters. Con- 
trary to their claims, they should not have used the unitary concept i ‘prepon- 
derant somatic sex”, because there is no such thing in the really crucial cases of 
hermaphroditism. 


Cappon, FE zrin and Lynes need lessons in statistics. On seventeen cases, even 
if all had been genuine hermaphrodites, it is improper to use 3 x 3 or 4+ x 4 
contingency tables in which more than one or two of the cells has an expected 
frequency of less than 5, and in which even one cell has an expected frequency 
of less than 1 (Siegel, 1956, p. 109-110). The authors disobey these elementary 
rules with repetitive consistency. Their statistical tables are all worthless window- 
dressing. 
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It is hoped that responsible phy sicians and scientists will disregard the useless 
findings and erroneous claims of Cappon, Ezrin and Lynes. 


Joun Money, Ph.D. 

Joun L. Hampson, M.D. 

Joan G. Hampson, M.D. 

Johns Hopkins Hospital, Baltimore 
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Reply to Foregoing 
Sir: 

All who are concerned with the study of cases of intersexuality would agree 
that Money, Hampson and Hampson have contributed greatly to our know ledge. 

We agree with their recommendations regarding management in most in- 
stances. From our perhaps limited experience we submit that rearing may not 
alw ays be the most important factor in determining psy chogender. We e suggest 
that the preponder ant somatic sex, may be important enough to render psy cho- 
gender contrary to the sex of rearing. 

The opportunity to correct an error in sex assignment is most likely to present 
in adult life in those cases of male pseudo- hermaphroditism raised as females , who 
at puberty develop striking masculine features and are greatly distressed by the 
problems of virilism induced by testicular androgens. We quoted one such case 
where reversal of the social gender role to that in keeping with preponderant 
somatic sex led to gratifying results. We are aware of two other adult cases (of 
Drs. M. W. Johnston and R. V olpé) where sex reversal led to similar results. 

In this rather restricted set of circumstances we suggest that reassignment of 
sex in later life be recommended for any patient w ho is having great difficulty 
maintaining a social gender role because of having been brought up in a sex other 
than that dictated in the main by the patient’s own body. 

'  D. Capron, M.D. 
C. Ezrixn, M.D. 
P. Lynes, M.D. 
Toronto 





SAN FRANCISCO 
Third year residency available in newly opened psychiatric unit in private 
general hospital. In- patient, out-patient and child psychiatry facilities 
available. Excellent opportunity to become acquainted with physicians 
in San Francisco, California. Salary $450 per month. Write to Mr. E. 
DeLear, Assistant Administrator, Saint Francis Memorial Hospital, 
900 Hyde Street, San Francisco 9, California, U.S.A. 

















MENTAL HEALTH SERVICES 
PROVINCE OF BRITISH COLUMBIA 
PHYSICIANS REQUIRED 


For the Crease Clinic of Psychological Medicine and the Provincial 
Mental Hospital at Essondale, B.C. Applicants must have completed one 
year of an approved rotating internship and be eligible for registration 
with the College of Physicians and Surgeons of British Columbia. Those 
with minimum qualifications commence at $510; those with two years’ 
experience commence at $705, rising to $755 in two years. For further 
information please write to: 

Tue Director, 

Mental Health Services, 

Fssondale, 


British Columbia. 
COMPETITION NO. 60:64, 











MENTAL HEALTH SERVICES 
PROVINCE OF BRITISH COLUMBIA 

SPECIALISTS IN PSYCHIATRY 
Applications are invited by the Provincial Mental Health Services of 
sritish Columbia from specialists in psy chiatry. Applicants must be 
licentiates of the Medical Council of Canada and must be eligible for 
licencing by the College of Physicians and Surgeons of British Columbia. 
Certification in the specialty by the Royal College of Physicians and 
Surgeons (Canada) is required. 
Duties include the teaching of medical students and supervision of resi- 
dents, as well as individual responsibility for ail psychiatric treatment. 
Salary: $830 - $855 - $880 per month. 


There is a sound contributory superannuation plan, prepaid medical care 
pl: in with employ er contributions, generous vacation and sick leave. 
Limited opportunity for private pre actice is provided for specialists cert- 
ified by the Royal ¢ ollege of Physicians and Surgeons of Canada. 
Further information and “applic ation forms may be obtained from: 


Tue Director, 

Mental Health Services, 

Fssondale, 

British Columbia. 
COMPETITION NO. 60:65 











